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ROYAL COMMISSION ON DOCTORS’ AND DENTISTS’ 
REMUNERATION 
SECOND SUPPLEMENTARY MEMORANDUM OF EVIDENCE 


HOSPITAL MEDICAL STAFFS 

1. In its preliminary memorandum of evidence and in its 
oral representations to the Royal Commission the Council 
emphasized its adherence to a proper implementation of 
the Spens Reports and the profession’s expectation that the 
Government would honour the promises made to it that 
remuneration would be based upon the recommendations 
of those Reports. 

2. The preliminary memorandum concentrated upon the 
broad issues involved. 

3. This second supplementary memorandum sets out the 
detailed recommendations of the Council in respect of each 
grade in the hospital service and deals with a number of 
specific points which have a financial bearing upon the re- 
cruitment and maintenance of an adequate and efficient 
hospital medical staff. The position of the consultant has 
already been referred to at some length in the Council's 
preliminary memorandum. For this reason the problems 
of the more junior staff are set out at relatively greater 
length in this present document. Some of these matters 
have already been referred to by the Commission itself. 

4. The Council's evidence in this field is based upon the 
submissions of the Central Consultants and Specialists Com- 
Mittee, which, besides being a standing committee of the 
Council, is, with its Regional Committees, the only repre- 
sentative organization of hospital staffs as a whole. This 
Committee represents directiy consultants and S.H.M.O.s 
throughout Great Britain and has made provision for special 
representation of junior medical staffs (which also have a 
central and regional organization) and of groups of con- 
sultants practising in various specialties, e.g., radiology, 
anaesthetics, etc. The hospital medical staffs in Great 
Britain number over 20,000, viz. : 

Consultants 

S.H.M.O.s 

Senior registrars 1,176 
Registrars es iw “ - a 2,822 
J.H.M.O.s an ba “ sis - 806 
House officers and senior house officers 


7,420 
2,610 


20,283 
The Hospital Service 
5. The young doctor, having completed his undergraduate 
training, normally seven years, served in hospital for a year 
a$ a provisionally registered practitioner, and at present a 


further two years as a doctor in the armed Forces, finds 
himself for the first time free to decide upon his future 
career subject to opportunity and the restrictions of com- 
petition. He has already reached an age when his con- 
temporaries in many other walks of life have advanced to 
a point from which definite career prospects are in sight. 
At this stage the young doctor is entitled to something more 
certain. Already the financially barren years of student- 
ship and the almost barren year of pre-registration hospital 
appointments (as at present paid) have restricted his total 
life earnings and the amount of his pension. 

6. For the doctor who chooses a career in hospital prac- 
tice training and preparation for a consultant post are long 
and arduous, and the outcome in any circumstances unpre- 
dictable. Competition for consultant posts is exceedingly 
keen, and the uncertainty of final achievement must be promi- 
nent in the mind of the young hospital doctor during his regis- 
trarship, senior registrarship, and even after, while, fully 
trained, he awaits a consultant appointment. And, if he is 
one of those who finds himself approaching 40 years of age 
without obtaining a consultant post, he must seriously con- 
sider turning to some other walk of medical life. This will 
almost certainly mean a fresh approach to the future, with 
the prospect of a less remunerative career than he had 
planned. This doctor has had no chance of saving against 
such a contingency whilst remunerated as he is at present. 
and his critical decision is most likely to coincide with the 
time when family expenses are entering their heaviest and 
most crippling phase. 

7, The Council wishes to emphasize that, although the 
young hospital doctor undoubtedly holds a training post, 
he is in fact also providing an important and essential ser- 
vice to the hospital and the community. 

8. The remuneration of all hospital doctors should be 
related to the responsibilities of the post and the essential 
contribution they make to the work of the hospital. The 
training they receive whilst holding these posts is incidental 
to their primary function, and the responsibility and quali- 
fications of senior registrars and registrars make it particu- 
larly necessary to ensure that they are suitably paid. 

9. It is generally accepted that, in order to obtain the 
higher qualifications essential for a consultant post, an 
expensive course of study must be undertaken at some 
period, involving for many a period of no employment. 
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Also the transfer from one appointment to another is not 
a matter of immediate succession. Appointments fall vacant 
at varying times, and it is the common experience of young 
doctors in the hospital service that they have periods of no 
employment between posts. Their hospital appointments 
are of varying tenure, but never permanent, and they have 
to be prepared to move about the country whenever further 
posts become available. 

10. During this formative period of his life, the young 
hospital doctor, who may have a family to support, can 
rarely establish himself in a settled home. It is, of course, 
important that he should acquire as broad a training and 
experience as possible, but if he has a family this constant 
movement from post to post involves him in heavy ex- 
penses, including removal expenses, which are met by the 
employing authority only in certain limited circumstances. 
In addition, he must be prepared to meet course and exam- 
ination fees. It would be contrary to the ultimate interest 
of the hospital service, and therefore of the community, 
for the consultant of the future to restrict his training to 
only one hospital. It is wrong that he should be out of 
pocket during this process. The necessity for these ex- 
penses should therefore be recognized, and they should be 
reimbursed as is suggested later in this memorandum. 

11, The question of a family allowance payable to all 
grades of hospital medical staff up to and including senior 
registrars has been considered, and the Council believes 
that this would be one way in which the problems of hos- 
pital junior medical staff might be eased. Such an allow- 
ance is payable to members of the armed Forces and to 
members of university staffs, many of whom are in a 
position comparable to that of hospital junior medical staff. 


Hospital Medical Staffing 

12. In the view of the Council the establishment of an 
adequate consultant service, and satisfactory salary scales 
for all grades of medical staff, are the two pressing problems 
in the hospital service at the present time. It is believed 
that the former would in a right manner solve many of 
the problems of hospital junior staffing, and pave the way 
for a satisfactory staffing structure. During the past few 
years unsuccessful attempts have been made to relate the 
numbers of senior registrars to the number of consultant 
vacancies, but this has been done without regard to the 
needs of the service and without any central planning as to 
the number of consultants required to provide an adequate 
consultant service. 

13. It is clear to the Council that a drastic overhaul of 
the structure of medical staffing of hospitals is long over- 
due. What is needed in the hospital service is first an early 
review of establishments and staffing structure, and second 
the application of rates of remuneration which conform to 
the recommendations of the Spens Report. The first is 
under discussion with the Ministry of Health, and is largely 
outside the terms of reference of the Commission. The 
second is the subject of recommendations which appear 
in a later section of this memorandum. 

14. It is well known that many hospitals are experiencing 
difficulty in obtaining junior staff, and the situation would 
be even more serious but for the availability of overseas 
graduates. The institution of just scales of remuneration 
with reasonable career prospects would do much to prevent 
the deflection from hospital work of men who could well 
fillthe junior posts for a little longer and not feel bound 
to look for other openings at the earliest opportunity. At 
present, the realization that greater rewards are available 
elsewhere at an earlier age has of itself created a junior 
staffing problem in hospitals. What is to be wondered at 
is that so many stay to become senior registrars and there 
remain, They are grossly underpaid and many are in 
serious financial difficulties, 


Emigration 
15. The Council is in little doubt that the possibility of 
emigration is much more prominent than before in the 
minds of ‘medical students and the newly qualified. This is 
believed to arise from the uncertain and unattractive pros- 
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pects of a career in the N.H.S. Hospital Service. The recent 
survey of opinion among siudents in Edinburgh University 
which is described in the Memorandum of Evidence of the 
Joint Consultants Committee would seem to support this 
view. The volume of inquiries reaching the Association 
about prospects overseas has greatly increased, and it is 
known that a number of able and promising doctors have 
emigrated, as indeed have some doctors already well estab- 
lished. The Council believes it right that emigration should 
take its proper quota of doctors trained in this country, 
but deplores the fact that the idea of leaving the country 
is becoming uppermost in the minds of so many of our 
young doctors. 
CONSULTANTS 


The Present Staffing Structure 


16, The ultimate responsibility for the care and treatment 
of patients in -general and specialist hospitals must be in 
the hands of practitioners of consultant status. The Council 
is opposed to the introduction of a sub-consultant grade or 
to any other method of diluting the quality or the remun- 
eration of senior medical staff. 

17. Consultants are appointed on either a whole-time or 
part-time basis. Approximately three-quarters are at pre- 
sent employed in a part-time capacity with the right to 
engage in private practice—the majority from choice, though 
there are cases where the alternative of a whole-time 
appointment is not available. 

18. Private practice, however, is known to have decreased 
considerably since the start of the National Health Service, 
and, with the exception of a small number of consultants 
who were already well established, the financial rewards 
accruing to the part-time consultant from this source are 
comparatively small. In the case of many men in their 
earlier years such earnings are virtually non-existent. The 
profession as a whole attaches the greatest importance to 
the freedom to undertake private practice. Any suggestion 
that the hospital consultant service should be run on a 
purely whole-time basis arises from the personal predilec- 
tions of a small minority who themselves are personally 
undesirous of taking part in private practice of any kind. 
These personal opinions are respected by others, and whole- 
time posts are available for them, but the Council has heard 
of no arguments to suggest that the value of the Hospital 
Service would be enhanced by the abolition of part-time 
contracts. 

19. On the contrary, it is the view of the Council that, even 
though the rewards to many are small, the continuance of 
private practice is of benefit to the community. There is 
professional freedom which many find essential for the 
maintenance of a high standard of work. Further, the 
Council contends that the preservation of private practice 
is essential to the proper development of medicine in this 
country. 

The Whole-time Consultant 


20. There are a number of reasons why some consultants 
prefer whole-time employment, but the underlying influ- 
ence is often that they feel that they can do their best work 
under these conditions. Geographical and other considera- 
tions, as, for instance, the long-standing tradition of whole- 
time employment in certain specialties, also play their part. 

21. The whole-time consultant, in common with his part- 
time colleague, incurs certain unavoidable expenses in con- 
nexion with his work, and the failure of the Terms and 
Conditions of Service to make appropriate financial arrange- 
ments for this is one of the major injustices suffered by 
whole-time consultants in the Health Service. It is rarely 
possible for a doctor of consultant standing to perform his 
duties without possessing a car, and yet the mileage pay- 
ments that he receives from the Hospital Board for the use 
of his car in the Board’s service can only rarely be such 
that he is not in fact providing a car for the Board’s service 
at considerable net cost to himself. If he lives out he must 
have a telephone, but he cannot claim the rental charge 
from the Board. Yet, although he can claim reimbursement 
for the calls he makes in the Board’s service, it is equally 
important that he should have a telephone so that the hos- 
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pital can call him. Indeed, the recent changes in telephone 
rentals and charges for calls are to his even greater dis- 
advantage and, incidentally, will reduce the cost to the 
Board. 

22. It is also essential that all consultants, whether whole- 
time or part-time, should keep abreast of modern trends in 
their specialties. 

23. In para. 16 of the Consultant Spens Report reference 
is made to this matter of expenses, which include such items 
as car and telephone, the cost of books and periodicals, 
subscriptions to professional societies, preparation of scien- 
tific papers, and attendance at both professional meetings 
in this country and overseas, all of which are the normal 
and necessary accompaniments of any doctor’s work. The 
Spens Committee recommended that all specialists engaged 
either whole-time or part-time should be paid in addition to 
their remuneration any sums representing expenses neces- 
sarily and reasonably incurred in the course of their work. 
It suggested that such expenses might either be refunded 
after they had been incurred, or alternatively that an appro- 
priate allowance might be attached to various appointments. 
Efforts to obtain a satisfactory implementation of these 
recommendations have so far proved unsuccessful, and the 
Terms of Service in this respect are in direct contradiction 
to the terms of the Spens Report, the acceptance of which 
by the Government was a direct major factor in the decision 
of consultants to enter the Health Service. 

24. The Council holds the view that it is a reasonable 
obligation upon hospital employing authorities to defray 
the expenses properly incurred by their medical staffs in 
discharging the duties of their appointments. It therefore 
urges that the obvious intention of the Spens Committee’s 
recommendations should be fully implemented. 

25. It must also be pointed out that the Spens Committee 
referred to the income-tax aspect of this problem by pre- 
suming that the Inland Revenue Authorities would be pre- 
pared to consider favourably, as legitimate allowances for 
income-tax purposes, any expenditure by one of its medi- 
cai staff approved by the hospital authority. Whole-time 
consultants receive no income-tax allowances for these 
expenses at the present time.* If the recommendation of 
the Royal Commission on Taxation of Profits and Incomes 
dealing with the rule governing expenses under Schedule E 
assessments was adopted, the whole-time consultant would 
undoubtedly be able to claim tax relief in respect of many 
of the expenses in question. This would not meet the situa- 
tion fully, but would at least alleviate the burden to some 
extent. 

The Part-time Consultant 


26. Although a consultant with a part-time contract is in 
a better position in regard to income-tax allowances, he 
receives less remuneration and thus a lower pension for his 
hospital work and has no certain prospect of making up 
the balance of his professional income from private practice. 

27. It is important for a proper appreciation of the posi- 
tion of the part-time consultant to understand that, however 
few his sessions, he still bears a continuous responsibility 
for his patients in the hospital. 

28. Part-time contracts are determined on an assessment 
of the average amount of time involved in fulfilling the 
duties of an appointment. In addition the part-time con- 
sultant has a continuing liability beyond his sessional time 
to attend the hospital in an emergency or at any time 
required by the needs of his patients, and other liabilities 
in the Service such as committee work. Many consultants 
(both whole-time and part-time) give much time to work on 
advisory and administrative committees associated with the 
running of hospitals, and the services and advice given by 
hospital medical staff on these committees are of inestimable 
value to the hospital service. In effect, therefore, a large 
number of consuitants give a great deal of time to the 
running of the hospital, and this is yet another illustration 
of the fact that the consultant, whether part-time or whole- 


*Since the preparation of this memorandum, the Chancellor 
of the Exchequer has introduced legislation to provide some relief 
from tax under Schedule E in respect of subscriptions to pro- 
fessional organizations. 


time, gives a continuing service to the hospital which cannot 
be defined in hours or notional half-days. In order to cover 
these continuing or extraneous duties, the Spens Committee 
recommended and the terms provide for a weighting factor 
which is used in calculating the proportion of the whole- 
time salary scale which should be paid to the part-time 
consultant. In 1954, when the salaries of hospital medical 
staff were adjusted, the Staff Side was obliged to accept a 
reduction of this weighting factor, from 14 sessions at the 
maximum to } of a session, despite the fact that since the 
commencement of the service the consultant’s extraneous 
duties had considerably increased. The Council contends 
that there is no justification for this reduction and that the 
original position should be restored. 


The Consultant with a Few Sessions 


29. Some consultants’ appointments are for only a few 
sessions, and the holder of the appointment is consequently 
remunerated at a low rate, which does not provide a satis- 
factory competence. In densely populated areas it is some- 
times possible to combine appointments so that an eight- 
or nine-session appointment is built up, or payment for 
teaching duties or a research appointment may have the 
same effect. But in some specialties and in some areas the 
demand for the services of a consultant, while still essen- 
tial, is nevertheless related to a small quantity of work and 
it is not possible to make combined appointments. In such 
circumstances there would seem to be a clear need for a 
more liberal application of the provision already made for 
a special rate of remuneration to make up for the impossi- 
bility of deriving an adequate living in a post which must 
be filled in the interests of the Service. (See para. 5 (e) of 
the Terms and Conditions of Service and para. 27 of the 
Ministry’s Circular RHB 49/85. See Appendix I.) 

30. Thus it will be seen that whole-time consultants are 
harshly treated in the matter of expenses and income-tax 
law and some part-timers have insufficient sessions and are 
unable to make up the balance by private practice. Both 
are seriously underpaid having regard to the recommenda- 
tions of the Consultant Spens Report. 


Special Distinction Awards 


3i. The Council is in favour of the remuneration of a 
proportion of consultants by the method of special dis- 
tinction awards. It regards this as an appropriate incentive 
to younger men to enter the profession and the Hospital 
Service. It is satisfied with the method of administration 
of the awards. 

32. The Council, however, wishes to point out that the 
Spens recommendations regarding distinction awards have 
never been fully implemented inasmuch as the three awards 
recommended by Spens in terms of the 1939 values of 
money, namely, £2,500, £1,500, and £500, have never been 
adjusted to current money values. Moreover, as a result 
of the 1954 award, the two higher awards were, in effect, 
reduced because at that time consultants with these awards 
suffered a reduction in their basic salary of £300 and £200 
respectively. This decrease will of course be reflected ulti- 
mately in the consultant’s pension. 

33. In this context the Council reminds the Royal Com- 
mission that the special distinction award is awarded to 
part-time consultants not at the full rate but at a rate which 
bears the same relation to the figures quoted as his part- 
time hospital salary does to the whole-time salary. 

34. It is proper and desirable that there should be within 
the reach of a number of consultants rewards commensurate 
with the earnings uf outstanding men in other fields, both 
in professions and in business. This was one of the pur- 
poses of the special distinction awards, and the Council 
believes that they should be brought much more closely in 
line with present-day values of money. Distinction awards 
should continue to be available to 34% of the total establish- 
ment of consultants. The Council further believes that in 
all fairness the existing distinction awards should be in- 
creased to the same extent as the basic salary of the con- 
sultant at its maximum point. The figure now claimed at 
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the maximum of the basic scale is approximately £4,000, 
which is an increase of 60% over the 1939 figure of £2,500 
recommended by the Spens Committee. The Council there- 
fore recommends that each of the three distinction awards 
should be increased by 60°, that is to say, to £4,000, £2,400, 
and £800 respectively. 


Domiciliary Consultations 

35. The Domiciliary Consultation Scheme provides the 
family doctor with the opportunity of obtaining a consultant 
opinion in the home for any patient unable to attend hos- 
pital. The Council considers this to be a highly important 
and beneficial feature of the N.H.S. 

36. The payment offered to a consultant for this service 
has since the beginning of the N.H.S. remained as follows: 

Fee for consultation, 4 guineas, with an additional fee of 
(1) 2 guineas where any operative procedure other than obstetric 
is undertaken or where the officer uses his own electrocardio- 
graph or portable x-ray apparatus; (2) 4 guineas for an ob- 
stetric operation ; the additional fee of 2 guineas or 4 guineas 
to be payable only once in respect of each patient for the 
current illness. An additional fee of 1 guinea is also payable 
for a journey to a place over 20 and up to 40 road miles 
distant, 2 guineas for a journey to a place over 40 and up to 
60 road miles distant, and so on with an additional guinea fer 
every 20 miles. The maximum remuneration (excluding 
travelling and subsistence allowances, additional mileage pay- 
ments, and fees for the use of the consultant's own apparatus) 
is fixed at 200 guineas in any quarter or 800 guineas in any 
year, at the consultant's choice. 
In November, 1955, it was agreed in Committee B of the 
Medical Whitley Council that whole-time consultants should 
be entitled to domiciliary consultation fees for all visits 
after the first eight in any one quarter. 

37. There is a quarterly or annual “ cei!ing “ on payment 
for domiciliary consultations. Nevertheless, the consultant 
who has contracted to undertake domiciliary consultations 
is still liable to be called in consultation by a general prac- 
titioner even though he may have completed the maximum 
number for which payment is made. 

38. The first eight consultations made by a whole-time 
consultant in each quarter are unpaid. This restriction un- 
doub:edly plays its part in inhibiting the general practitioner 
from asking a whole-time consultant to perform a task for 
which he will not be paid, and the result is that he calls in 
a part-time consultant for the domiciliary consultation. The 
waiving of this unfair restriction would therefore lead to no 
greater cost to the Hospital Service. Moreover, it is con- 
trary to the recommendation of the Spens Committee. 

39. The Council points out that the fee for this service 
has remained static since the inception of the N.H.S., and 
is of the opinion that the fee and other payments concerned 
with the domiciliary consultation scheme should be in- 
creased by 60°, i.c., in the same manner and for the samz 
reasons explained in the case of special distinction awards. 

40. The Council also recommends: 

(i) That the additional fee payable for distance be £1 Is. in 
respect of journeys to a place over 10 and up to 20 milds 

distant and £1 Is. in respect of each further distance of 10 


miles. 
(ii) That the maximum remuneration (excluding travelling 


and subsistence allowances, additional mileage payments, and 
fees for the use of the consultant's own 2pparatus) be fixed at 
320 guineas in each quarter or 1,280 guineas in any year at the 
consultant’s choice. 

(iii) That the fees be payable to all consultants and 
S.H.M.O.s agreeing to undertake domiciliary consultations, 
irrespective of whether their contracts are for whole-time or 
part-time service. 

Superannuation 


41. The hospital doctor with a whole-time contract is 
entitled to a pension assessed at 1/80 of his average salary 
over the last three years for each contributory year of ser- 
vice up to a maximum of 45 years. 

42. A consultant is required to retire at 65, and he is 
therefore unable (except in the case of those designated as 
“mental health officers”) to earn the maximum pension 
(45/80) because he cannot complete 45 years’ service. A 


part-time consultant under contract for not less than nine 
notional half-days may apply to the Minister to have his 
pension assessed by the method referred to in the preceding 
paragraph, but the application, if granted, applies only to 
the assessment of pension in respect of subsequent earnings. 
If he does not so apply, or if he is engaged for less than nine 
notional half-days, his pension will be assessed as for 
general practitioners at the rate of 14% of his total earnings 
over the period of service (with a maximum of 45 years). 

43. The Council recommends that the maximum part-time 
consultant should be allowed to opt for either method of 
assessing his pension at the end of his service. This recom- 
mendation should also be applied to senior hospital medi- 
cal officers, who are in the same position so far as super- 
annuation is concerned. 


GENERAL CONCLUSIONS 


44. The preceding paragraphs outline some of the difficul- 
ties which have arisen in the hospital service, stress the need 
for an early review of hospital establishments and staffing 
structure, and emphasize that much of the present dissatis- ° 
faction in the Hospital Service is due to the fact that the 
remuneration of all grades has never been properly related 
to the recommendations of the Consultant Spens Report and 
is quite inconsistent with changes in the value of money 
which have taken place since the inception of the Service. 

45. At best the basic salary scale of consultants in the 
Hospital Service can only be regarded as representing 195] 
values of money (apart from the 5°% interim adjustment), 
and a substantial increase is long overdue. 

46. Moreover, those in receipt of special distinction 

awards, an integral and pensionable part of total remunera- 
tion, have received no increase in that part of their re- 
muneration since the inception of the Service nearly 10 years 
ago. 
47. In conformity with the Council’s general claim the 
necessary percentage to be added to the basic incremental 
scale for consultants is at least 29%. This amount would 
offset the fall in the value of money since 1951, but for 
reasons set out in the Council’s preliminary memorandum 
of evidence it still does not fully relate consultants’ re- 
muneration to the changes in the value of money which 
have, in fact, occurred between 1939 and 1951. 

48. So far as distinction awards and domiciliary consul- 
tation fees are concerned, it is claimed that these should be 
increased by 60°, for the reasons stated in paras. 31-40. 

49. Further, it is claimed that both distinction awards and 
domiciliary fees should in future be regarded as “ remunera- 
tion ” when any future adjustment is indicated. In addition, 
the restriction on the first eight consultations for whole- 
time consultants should be abolished. 

50. The Council recommends that the remuneration of 
consultants in the Hospital Service should be on the follow- 
ing scales (on a whole-time basis): 

Consultant—basic 


20% of consultants to receive in addi- 


£2,700 x £162 10s.-£4,000 


tion £800 be =F - ..  £3,500-£4,800 
10% of consultants to receive in addi- 

tion £2,400 .. ‘Ss Pe .. £5,100-£6,400 
4% of consultants to receive in addi- 

tion £4,000 . ne £6,700-£8 ,000 


SENIOR HOSPITAL MEDICAL OFFICERS 


51. The senior hospital medical officer grade, which now 
forms over one-quarter of the senior grades of the National 
Health Service, was not envisaged by the Consultant Spens 
Committee. It was devised as a transitional grade for 
certain local authority medical officers and for a few medi- 
cal men of limited experience. As such it was accepted by 
the profession, but on the understanding that it was a temp2- 
rary grade which would disappear as the holders of these 
posts retired. The grade, however, included within it many 
members of the senior medical staffs of hospitals, both 
general and specialist. With the adoption of the Ministry's 
circular RHB 50/96 expansion of the grade took place 
until the present number of more than 2,600 S.H.M.O.s 
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was reached (latest figure available June, 1956). There is 
no doubt that the increase continues. 

52. The various groups of medical men who in the above 
manner have been included within the grade may in the 
main be conveniently summarized as follows : 

(a) Doctors employed before 1948 by local authorities. 

(b) A number of general practitioners who were working in 
hospitals in 1948, especially in the provinces and country dis- 
tricts, where it was customary for suitably qualified or experi- 
enced doctors to combine general practice with the practice 
of a specialty in the local hospital. A number of these have 
subsequently given up general practice and are now engaged 
solely in their specialty. 

(c) Senior hospital medical officers appointed following the 
adoption of the circular R.H.B. 50/96. 

53. Prior to the offer of permanent contracts in the 
National Health Service, transferred officers were graded by 
professional committees, and many who had previously 
been and were still carrying out medical work of full clinical 
responsibility were graded as S.H.M.O.s. The decision of 
these professional committees caused great dissatisfaction 
and hardship, and as a result individual appeals against 
grading were allowed and some were successful. There was 
a further review of grading in 1951-2, but no regrading has 
taken place since then. Such S.H.M.O.s have now had 
extensive experience in their specialties, and an impartial 
review of their grading, based on experience and the quality 
of their work, might now reasonably be expected to result 
in upgrading of many S.H.M.O.s in posts where consultant 
work is being done to consultant status and salary. No 
criteria were laid down for the guidance of grading com- 
mittees, and in consequence both the original gradings and 
those held subsequently varied from locality to locality and 
specialty to specialty. Consequently, in some cases an in- 
dividual has been graded and paid as a consultant -in one 
hospital region and graded and paid as an S.H.M.O. in 
another. 

54, It may be argued that certain S.H.M.O.s who were 
transferred officers (Group (a)) do not possess higher quali- 
fications, but the same is true of some consultants of similar 
age, because in the past promotion in certain types of hos- 
pitals depended more on years of experience than on higher 
degrees and diplomas. To regard such men, experienced 
and efficient in their work for many years, as of sub-con- 
sultant grade because they did not obtain a higher qualifica- 
tion or diploma would, in the Council’s view, be unfair. 

55. Other S.H.M.O.s, especially those in Group (c), are 
of a high academic standard and training, but were com- 
pelled to apply for S.H.M.O. posts for economic reasons. 

56. The Ministry circular RHB 50/96 (Appendix II), 
introduced in 1950, defined the type of posts in the medical 
establishments of hospitals in which appointments might be 
made in the S.H.M.O. grade and also limited the number 
of specialties in which the grade was permitted. Unfor- 
tunately, the circular gave little or no indication of the clini- 
cal or academic standards required, and no ratio was laid 
down between the numbers of consultants and S.H.M.O.s. 
As a result, there has been exploitation and expansion of 
the grade to such an extent that it can now be said that 
clinically, academically, and administratively the duties and 
responsibilities of many S.H.M.O.s are _ indistinguishable 
from those of many consultants, and their appointments 
have been at variance with the stated objects of the RHB 
50/96. 

57. The S.H.M.O. grade has acquired an unwarranted 
stigma of professional inferiority. Many S.H.M.O.s hold 
the appropriate higher qualifications and have undergone 
training as senior registrars, but have been forced to take 
S.H.M.O. posts because of the lack of consultant vacancies. 
In effect they are still in competition for consultant posts 
with senior registrars, but inevitably with increasing age 
their prospects of promotion grow less. Thus the S.H.M.O. 
grade has become for the large majority a career grade, 
although one with poor prospects. The unfortunate holder 





N.B. Throughout this document figures relating to both the 
vrofession’s claim and present levels of remuneration ignore the 
interim payments made by the Government last year and require 
Modification to that extent. 


of one of these posts finds it more difficult as the years pass 
to obtain a consultant appointment or to enter general prac- 
tice, and he is faced with a permanency in a sub-consultant 
grade, with its attendant frustration and intense dissatisfac- 
tion. The S.H.M.O.s who attain consultant status are usually 
over 40 years of age, with the result that their life earnings 
as consultants have been greatly diminished. It is also the 
case that despite the “ no detriment” clause in the Terms of 
Service some S.H.M.O.s who were transferred officers, and 
were previously paid on a sessional or item of service basis, 
have suffered a diminution of income since the National 
Health Service came into being. In addition, certain 
S.H.M.O.s have had to accept full-time employment in the 
National Health Service, and private practice is therefore 
debarred. For others, private practice has suffered because 
it is known that they have not been graded as consultants. 

58. The disabilities in relation to proper allowances for 
essential expenses referred to in paras. 21-25 apply with 
equal force to S.H.M.O.s. 

59. The increase in the number of S.H.M.O. appointments 
in the permitted specialties since 1950 is in the order of 
30%, compared with 17% in that of consultants. As a 
result, in chest diseases there are in two areas 7 S.H.M.O.s 
and 1 consultant (while 3 S.H.M.O.s to 1 consultant is 
common) ; in 1953 the number of consultants in the specialty 
was 340 and the number of S.H.M.O.s 334; in 1954 the 
figures were 344 consultants and 358 S.H.M.O.s; in 1955, 
346 consultants and 415 S.H.M.O.s ; in 1956, 347 consultants 
and 430 S.H.M.O.s ; and on June 30, 1957, there were 446 
S.H.M.O.s in the specialty and only 347 consultants. The 
expansion, therefore, of the consultant establishment since 
1953 has been 7, and that of the S.H.M.O. establishment 112. 

60. The regulations regarding age of appointment is the 
same for consultants and S.H.M.O.s, i.e., both should have 
attained the age of 32 years—although of recent years 
appointment is often at a much later age. 

61. Assuming appointment at age 32, a consultant on the 
basic scale earns £33,225 more than his S.H.M.O. colleague 
by the time he is 65 years of age. (See Appendix’ IIL) 

62. The annual increment of the S.H.M.O., viz., £50, is the 
lowest of any medical grade in the Hospital Service, and is 
£75 less than the consultant increment. Regional Boards 
have been allowed discretion in the granting of starting 
increments up to four, depending on age, qualifications, and 
experience, but there is no appeal against the Board’s deci- 
sion, and experience has shown that more and more appoint- 
ments are being made at the commencing salary of the 
S.H.M.O. grade whatever the applicant’s age. 

63. Relative to the basic earnings of the full-time con- 
sultant, the ratio of the S.H.M.O. salary falls from 75% at 
the minimum of the salary scale to 65% at the maximum. 
An S.H.M.O. therefore suffers with age, as far as his earn- 
ings are concerned, relative to the consultant, and the effect 
of this on superannuation is of great importance. 

64. The salary of a newly appointed consultant is now 
£75 greater than that of a practitioner of ten years’ experi- 
ence in the S.H.M.O. grade. Prior to the 1954 award the 
maximum of the S.H.M.O. scale exceeded the minimum of 
the consultant scale by £50. The 1954 award, however, 
changed this position, with the result that the S.H.M.O.’s 
maximum salary became £150 less than the minimum of the 
consultant’s scale. As a result a claim was lodged for an 
increase of £200 to restore the pay differential to its former 
level. The claim was referred to the Industrial Court, which 
awarded an increase of £75 per annum. The differential has 
thus never been fully restored and the present S.H.M.O. 
scale is £1,575-£2,025. 

65. Although many S.H.M.O.s are undertaking consultant 
duties, and themselves have qualifications and experience 
indistinguishable from those of consultants, because they 
are not graded as consultants they are not eligible for merit 
awards, 

66. It has already been pointed out that clinically, 
academically, and administratively there is no clear line of 
demarcation between many S.H.M.O.s and consultants. For 
this reason the Council wishes to emphasize that there is an 
urgent need for a national review not only of hospital 
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establishments, but also of the present grading of individual 
S.H.M.O.s, including the type of work now being under- 
taken. Long term, the Council believes that the abolition of 
the grade and a proper redistribution of its members is the 
only means by which the present anomalies can be remedied 
and justice afforded to the holders of these posts. Mean- 
while, the Council recommends that the salary of the 
S.H.M.O. grade should be at least 80% of that of the full- 
time consultant on the basic scale. This would, at least, 
be a more realistic evaluation of the work which S.H.M.O.s 
are doing in the Health Service. 

67. On the basis of the Council’s general claim and in 
the light of the differential referred to above, it is therefore 
recommended that the salary attached to the S.H.M.O. 
grade (during such time as it continues to exist) should be, 
on the basis of 80% of the salary scale recommended for 
consultants in para. 50—£2,160 x £130-£3,200. 


JUNIOR HOSPITAL STAFF 


68. The Council is anxious that the Commission should 
be left in no doubt as to the importance which the profes- 
sion attaches to the institution of adequate scales of re- 
muneration for all grades of junior hospital staffs. 

69. In forwarding this section of its second supp!ementary 
memorandum of evidence the Council wishes to acknow- 
ledge the very great help it has received both from the 
Junior Staffs Group of the Association in England and 
Wales and the Hospital Junior Staffs Group Council in 
Scotland. Both these bodies submitted lengthy memoranda 
of evidence to the Council, and, although the views ex- 
pressed have been integrated and presented as one section 
to this memorandum, they are in the main set out below 
in the form in which they were originally presented. The 
Council wishes to emphasize that both bodies have an 
active peripheral organization through which there is repre- 
sentation of the junior staffs of every hospital in the 
country. 

70. In this way, the Council speaks with authority on 
behalf of this important section of the profession, which 
comprises : 





House officer—pre- and post-registration 3,267 
Senior house officer ; 2,182 
Junior hospital medical officer 806 
Registrar ‘ 2,822 
Senior registrar ‘(not including 93 honorary and 6 part- 
time senior registrars) 
In first 3 years of training plan... oo 
In final year of training plan 153 
Fully trained (5-9 years in senior registrar 
grade already) ia ad ae 
1,176 
10,253 


71. The Council wishes to make it clear that its general 
claim, as developed in its preliminary memorandum of 
evidence, is fully applicable to all the above grades and 
that the purpose of this further evidence is to deal with 
other factors which cause serious financial hardship to hos- 
pital junior staffs for which relief or compensation is 
urgently needed, such as prolonged insecurity and poor 
rromotion prospects. 


Present Conditions 


72. At the present time, hospital junior staffs consist of 
individuals aged between 23 and something over 40. A 
substantial number are between 35 and 40. 

73. Besides a full day, most of them undertake a large 
amount of night and week-end work. This is not com- 
pensated by remission of duties, nor is there any day and 
night rota system or a fixed working week of so many hours. 
Much of the night work is concerned with the reception, 
diagnosis, and treatment of emergency cases, and is of a 
most responsible kind. Within this already full schedule, 
those with further ambitions have to find time to study for 
higher professional examinations and to keep abreast of the 
large volume of current literature, carry out original work, 
and write articles for publication. In teaching hospitals, 


registrars and senior registrars also provide a substantial 
proportion of the daily clinical teaching. In all this 
their way of life is the one traditionally accepted as 
normal, which every generation of junior hospital doctors 
must follow in turn. 

74. Nevertheless, it must be remembered that, although 
these are young men aspiring to a consultant career, they 
are often married with family commitments and are sub- 
sisting on a salary originally intended for a much more 
junior person, and their standard of living is consequently 
modest. A selection of representative budgets illustrating the 
financial difficulties of junior hospital medical staff are set 
out in Appendix IV. 

75. As the years pass they suffer increasing anxiety about 
the future, for although there may be many posts available 
in the more junior grades, the real trainee consultant, the 
registrar or senior registrar, is faced with much uncertainty. 
Their posts are subject to annual review, and after four years 
in the senior registrar grade, by which time they are usually 
in the mid-thirties, fully trained, and with family commit- 
ments, they must depend on further annual extensions of 
their appointment for a livelihood. If the extension is not 
granted they can try to find another senior registrar post 
elsewhere, knowing that in another area they may be un- 
known, with greatly reduced prospects of a consultant post. 
Such a move, being technically voluntary, must, of course, 
be undertaken at their own expense. In former times, if 
prospects of a permanent hospital appointment seemed 
remote or slender, there were other secure openings offering 
scope for consultant talent—the Indian Medical Service or 
a good general practice with access to hospital beds, for 
example. Since the Government is now a monopoly 
employer of specialist hospital doctors, the only other 
courses open are to emigrate, go into industry, or attempt to 
start a new career in another branch of medicine with all its 
attendant difficulties. It is, for example, extremely difficult 
—indeed, virtually impossible—for men with oniy hospital! 
experience to obtain a vacancy in general practice. 


Causes of Dissatisfaction 

76. The present grade structure of the Hospital Service 
had not been established when the Spens Committee 
reported. The proposals were therefore related to hypo- 
thetical grades defined by age and time after registration, 
as follows: 

(a) Grade III: posts obtained normally not less than one 
year after registration and held normally for one year only 
(e.g., senior house officer, resident medical officer, etc.). 

(b) Grade II: posts obtained normally not less than two 
years after registration and held normally for two years at the 
ages of 26 and 27 (e.g., assistant, junior registrar, etc.). 

(c) Grade I: posts obtained normally not less than four years 
after registration and held normally for three years at the ages 
of 28, 29, and 30 (e.g., first assistant, chief assistant, senior 
registrar, etc.). 

(Spens Report, Cmd. 7420. May, 1948, pp. 8-9.) 

77. Elsewhere the Spens Report gives 23-24 as the normal 
age of qualification (page 5) and allows for the possibility 
of a fourth year in Grade I (page 9). The present titles of 
these grades in the N.H.S. are: Grade III, senior house 
officer; Grade II, registrar; Grade I, senior registrar. 
The salaries proposed in 1939 values of money were: 
Grade III, £600 (fixed): Grade II, £700-£800 in one incre- 
ment ; Grade I, £900-£1,200 in three increments. 


Delayed Promotion and Total Life Earnings 

78. In Scotland an attempt has been made to discover as 
precisely as possible the promotion prospects of senior 
registrars by comparing the number of senior registrars in 
training with the number of consultant vacancies likely to 
occur in future years on the basis of retiral of consultants 
at the age of 65. The detailed tables set out in Appendix 
V has been prepared from figures supplied to the Associa- 
tion by the Department of Health for Scotland giving the 
year of birth of all consultants and senior registrars in 
Scotland as on December 31, 1956. No allowance has been 
made for the occurrence of vacancies due to causes other 
than retiral. The figures have been broken down to show 
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the situation in each region and in each apoeiaty as well as 
in Scotland as a whole. 

79. From Table I it will be seen that there are at present 
250 senior registrars in Scotland: 41 of them have already 
held their present posts for more than four years, the initial 
duration of the appointment, and many others have held 
previous appointments in this grade. Their average age of 
35 is already three to five years more than the Consultant 
Spens Committee envisaged. During the next five years 
there will only be 69 vacancies for these 250 candidates, and 
in fact not until 1969 will the necessary 250 vacancies have 
occurred. Senior registrars’ contracts extend for four years 
in the first instance and there is no guarantee that they would 
be allowed to retain their posts for as long as the 12 years. 
The foregoing figures are based on the premise that all the 
vacant consultant posts would be filled by senior registrars, 
but Table VI shows that only 68 (i.e., 38%) of the 180 posts 
which became available in Scotland during the last three 
years were so filled. The remaining 62° were filled by con- 
sultants, university staff, S.H.M.O.s, etc. 

80. Thus, although 69 consultant retiral vacancies are 
anticipated in the next five years, previous experience indi- 
cates that only 26 of these posts (38%) will be filled by 
senior registrars. Put in another way, this means that, of 
the present 250 senior registrars, only 5 are likely to become 
consultants each year during the next five years. The posi- 
tion might be less gloomy if Scotland exported an abundance 
of specialists. But such evidence as is available suggests that 
this is no longer the case. 

81. A study of the Tables thus shows that the promotion 
prospects of those already trained and in training are so 
very bad that, with the possibilities of employment in the 
Services, the Colonies, and the Dominions already reduced, 
immediate action is required to rectify the grave position in 
which these doctors find themselves. Having applied in 
good faith for advertised appointments in the training grade 
of the Hospital Service, they expected to have a reasonable 
chance of becoming consultants, and it is now quite obvious 
that they do not have this—either now or in the foreseeable 
future. Their difficulties are increased because compulsory 
full-time contracts have made alternative training impos- 
sible. There is no reason to believe that they are any less 
able than those who became consultants during the build- 
up of the Hospital Service in and after 1948. Those 
responsible for the administration of the Hospital Service 
have appointed and trained a number of senior registrars 
which is grossly in excess of that required to fill the present 
inadequate number of consultant vacancies. It is of interest 
and importance to note that the situation will change com- 
pletely during the period 1977-81, when 243 consultant 
vacancies will occur, as compared with the 69 in the 1957- 
61 period. Clearly, long-term planning is needed to ensure 
that approximately the right number of senior registrars is 
being trained at any one time. This number will vary con- 
siderably from time to time and should be related to the 
number of consultant vacancies likely to arise. It is not 
Suggested that all senior registrars should automatically 
become consultants, since a few may well be unsuitable, but 
it is suggested that the authorities should accept the 
responsibility for adjusting the number in training to antici- 
pated requirements so that prospects of promotion are at 
least reasonable. 

82. There is in addition a still larger number of registrars 
—281 in 1955—employed in the Hospital Service in Scot- 
land. This group, who should normally hold their appoint- 
ments for a period of two years, have promotion problems 
of their own. Though the grade is no longer necessarily 
regarded as a training grade, most registrars aim at a career 
in the Hospital Service. With the possible exception of 
general medicine, it is hard to see how any doctor who has 
already served as a house officer for six months can spend 
two years doing special work in, say, orthopaedics, radio- 
logy, or dermatology and not be regarded as “ in training.” 
Not only do the registrars outnumber senior registrars, but 
normally they should hold their appointments for only half 
as long. Furthermore, the bottleneck in promotion for 
senior registrars has inevitably resulted in considerable delay 


in senior appointments becoming available for them. Many 
registrars have been in this grade for much longer than two 
years (Table VII), and many others have left the Hospital 
Service in despair of obtaining a higher post on the training 
establishment. 

83. The end result has been a steady falling-off in number 
and calibre of applicants for registrar appointments, at first 
in peripheral and more recently in teaching hospitals. This 
will result eventually in a deterioration in the standard of 
senior staff because many young men who are excellent 
potential consultant material regard the chance of success 
as unreasonably small and are unwilling to face the prospect 
of greatly reduced total life earnings which face them on 
entering the Hospital Service to-day. The number avail- 
able for selection for promotion to senior registration rank is 
correspondingly reduced, which again potentially affects the 
calibre of the future consultant staff. 

84. This picture of the position in Scotland is similar to 
the pattern which has developed in Great Britain as a whole. 

85. For example, the following table shows the number 
of consultants in the three main branches of hospital 
practice in the United Kingdom who may be expected to 
retire between 1956 and 1960, the number of sessions there- 
by made available, and from this the number of maximum 
part-time consultant livelihoods ; also the number of senior 
registrars and thus the average tenure to be expected in the 
senior registrar grades: 














TaBLe A 
eeerenee : : 
| No. of | No. of | Average 
Cons. | No.of |Maximum| Annual | No. of pay 
Bern Sessions Part-time | Incidence | ‘5° | "S'R 
Before | Held | Liveli- | of mgs 
| 1896 | hoods | Vacancies ; oe 
Medicine ..| 95 | S41 | 60 | 15 | 206 | 139 
Surgery oF ER, So ER a 80 20 | 208 | 105 
Obstetrics and } | | 
gynaecology 44 | 305 34 8} 101 ; 12 
| | | 


{ 


Notes.—(1) Column | contains individuals over 65 years of age. Man of 
these have been allowed to serve 10 years in the N.H.S. and will retire in 1958. 
He: has raised the figure in columns |, 2, 3, 4, and lowers the figure in column 

6, although it is, of course, a non-recurrent phenomenon. 

‘2 Column 3 shows the number of maximum part-time livings which the 
expected retirements would yield. In fact some of the vacancies will contri- 
bute to full-time (11 sessions) appointments, so that the true number of 
possible promotions is less than column 3 shows. 

(3) In addition to the senior istrars in column 5, other competitors for 
posts include members of university departmen‘s and S.H.M.O.s 

(4) These factors are to some extent offset by consultant vacancies created 
by premature death or retirement. 





86. No figures are available to show the ages of the 
present holders of registrar posts. It is obvious that the 
average stay in the grade by candidates destined for promo- 
tion to the senior registrar grade is much lengthened by the 
slowness with which vacancies arise by the elevation of 
senior registrars to consultant posts. 

87. This conclusion is borne out by information obtained 
in respect of one region about the age of new appointees to 
the senior registrar and consultant grades in the major 
specialties during the past year. This shows that five men 
newly appointed to consultant posts. in medicine and surgery 
were either 37 or 38 years of age. 

88. In the same period the age of senior registrars 
appointed ‘in these specialties varied between 32 and 40. 
Comparable figures for the registrar grade are not available, 
but ages of new appointees in medicine and surgery varied- 
from 26 to 37 (the majority 32-34). 

89. Disregarding National Service there is now an average 
delay of six years—two extra years as registrar and four as 
senior registrar beyond the normal term. These posts yield 
a total income of £7,530 and reduce the number of years at 
the maximum consultant salary (£3,100) by six, a loss of 
total life earnings of £11,070 at 1954 rates. The financial 
results of delayed promotion are illustrated in Appendix VI. 


Salary Scales 
90. In the Council’s view, junior hospital staff are under- 
paid both absolutely and in relation to the senior staff. 
Four factors have contributed to this situation: 


(i) The Consultant Spens Committee envisaged that the age 
of consultants when first appointed would normally be 32, and 
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the present salary scales of all hospital staff were worked out 

and agreed on this assumption. As the average age of senior 

registrars is now 35 their total life earnings are correspond- 
ingly considerably reduced by the present state of affairs. 

(ii) The present salary scales were designed to ensure a steady 
rise with age, and experience, for those considered worthy by 
appointment boards. The plateaux which have become estab- 
lished for those marking time on the second year registrar and 
fourth year senior registrar salaries were not envisaged and are 
quite contrary to the understanding and interpretation of the 
hospital staffing structure which was accepted by the profes- 
sion in 1948. Table VII of Appendix V, for example, shows 
that this applies to 43% of the registrars in the Scottish Western 
Region. 

(iii) The recent interim adjustment of 10% to junior hospital 
staff had the effect of substantially restoring the Spens differ- 
entials between the junior and senior staffs which were dis- 
turbed in 1954, but the subsequent interim adjustment of 5% 
to consultants again upset the original differentials. 

(iv) One object of the Consultant Spens Committee was to 
ease the financial strain during the early years for those who 
had embarked on a hospital career. The Spens betterment 
factor has never been properly applied to those in the hospital 
service and the present salaries are grossly below those esti- 
mated by the Spens Committee as being reasonable for those 
in the different junior grades. 

91. Total life earnings are a crucial factor affecting 
prosperity and living standards. Delayed promotion, by 
lengthening the time spent in the lower grades, leaves a 
correspondingly shorter time in the higher ones, and thus 
reduces total life earnings, to an extent. that can never be 
made up. 

92. As has already been shown, delayed promotion already 
occurs to a serious degree, and the three major specialties— 
medicine, surgery, gynaecology and obstetrics—are among 
the worst affected. This has the paradoxical effect that con- 
sultants retiring from these specialties after 1980 will have 
achieved total life earnings much less than those of their 
contemporaries in other fields of specialist practice. 


Performance of Consultant Work by Junior Staff 

93. There is no doubt that because the average holder of 
a senior registrar post is older and more experienced than 
was formerly the case, the work allotted to him is corre- 
spondingly more advanced and responsible. Many have 
passed the age at which the Spens Committee expected them 
to gain a consultant post. They hold the appropriate quali- 
fications and in many cases are doing the same type of work 
as a consultant. 

94. The performance under proper supervision of in- 
creasingly advanced and responsible work is an essential 
part of training, and in the later stages the occasional per- 
formance of full consultant duties without any formal super- 
vision is equally necessary. Such is the inadequate number 
of consultant posts and the increasing volume of work that 
has become inevitable in many hospitals that senior regis- 
trars do work which should properly be undertaken by con- 
sultants. Such a situation means in effect the dilution of the 
consultant service and the payment at an inferior rate of 
doctors doing consultant work. The only effective remedy is 
to increase the number of consultant posts. 

95. In the beginning of the Service, large numbers of 
young men coming out of the Forces after the war availed 

-themselves of the opportunity of coming back to spend a 
period of time in hospital under the postgraduate further 
education scheme. Their value was quickly recognized, and 
many were retained as senior registrars or registrars. There 
have thus been so-called training posts far in excess of the 
prospective numbers of consultant vacancies. It was en- 
visaged at that time that the consultant establishment would 
need to be substantially enlarged in order to provide a full 
consultant service in all parts of the country, and these 
training posts became a permanent part of the hospital 
establishment. The anticipated expansion has not material- 
ized, althcugh the establishment in certain specialties has 
substantia!ly increased. 


Resident Posts 
96. Hospital doctors who are compelled to be resident 
suffer certain disadvantages compared with non-residents. 


They are largely cut off from family and friends and the 
general stream of social and cultural life outside the 
hospital. They are obliged to accept food and quarters 
which are sometimes of a poor standard, and, finally, they 
have extra night work. 

97. Before the National Health Service most resident 
posts in hospitals were occupied by officers under 30, most 
of whom were unmarried. Accommodation was provided 
free and undoubtedly helped to attract applicants, providing 
some compensation for the disadvantages which residence 
entails. 

98. Because of the delays already outlined, most of the 
resident registrars are now over 30: in the three main 
specialties markedly so, and a much higher proportion are 
married. In 1948 charges were introduced for board and 
lodging, so that the married resident is now obliged to pay 
for two homes, one outside the hospital for his wife and 
family and one inside the hospital for himself (see Appendix 
IV). In 1956, the Ministry of Health pressed for and 
obtained increases in these charges on the ground of in- 
creased costs and prices whilst at the same time refusing 
the profession's claim for increased remuneration based on 
the same grounds, 


The Effect of the 1954 Award on Differentials 

99. The recommendations of the Spens Committee entail 
a certain set of differentials between the salary range of con- 
sultants and those of lower grades. These differentials are 
accepted by the Council, and Appendix VIII, Table I, shows 
the Spens proposals and the various rates which have 
operated since 1948. 

100. It will be seen (Appendix VIII, Table II) that the 
differentiai between senior registrar and consultant salaries 
has risen from 20% to 34% 


Expenses 

101. Mention is made elsewhere in this memorandum of 
the expenses incurred by hospital officers. What has been 
said applies also to hospital junior staffs. 

102. In the performance of their duties, junior grades 
incur certain expenses. For all it is essential, both to carry 
out their work properly and also to secure recommendation 
for continued employment, to join medical societies and 
libraries, to subscribe to some appropriate specialist medical 
periodicals, and to buy new books. As already explained, 
it is also sometimes necessary for registrars and senior 
registrars to move to another region merely to secure con- 
tinued employment in the same grade. Non-residents are 
frequently required to be available after leaving the hospital 
to give advice by telephone and to return to see patients 
(often emergency cases) and perhaps to operate on them. It 
is therefore necessary for them to have a car and a tele- 
phone, and selection committees sometimes inquire about 
this before making an appointment. 

103. As in the case of the whole-time consultant, the full- 
time nature of the employment of junior staff not only 
means that the salary scale represents the total gross income, 
but also that it is all assessed on Schedule E for income- 
tax purposes. Therefore, no tax relief can be claimed for 
motor-cars, telephone rentals, subscriptions to professional 
organizations and journals, etc. This bears heavily on the 
full-time junior staff, as these essentials represent a rela- 
tively larger proportion of their total income than in the 
case of the part-time senior staff, who can also claim for 
tax relief on them—e.g., in many hospitals the emergency 
surgical work is done at night by the senior registrar, who 
must maintain a telephone to be called by, and a motor-car 
to transport him to the hospital to perform the operations. 
The registrar is, therefore, left to pay by far the major part 
of the capital costs of the car and telephone without 
financial or tax relief—items which cannot be borne with- 
out considerable sacrifice on the net income of those in 
this grade. Here, again, adequate allowances are called for. 


Results of the Present Conditions 
104. In the past, promotion to consultant status was sub- 
ject to intense competition at every stage. Such competi- 
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tion is essential if recruits of adequate quality are to be 
forthcoming to fill the consultant vacancies. It is certainly 
true that the present generation of senior registrars in the 
major specialties are the successful contestants of a hard- 
fought competitive struggle, but it is doubtful how much 
longer this state of affairs can be maintained. Already there 
is difficulty in attracting suitable candidates into the regis- 
trar grade. Tables I and II in Appendix VII show that 
many posts are now actually unfilled: many more can be 
filled only after repeated advertisement. The present short- 
age of registrars would in fact be much more serious were 
it not for overseas graduates coming to this country for 
postgraduate experience. Indeed, without the help of these 
overseas practitioners the Hospital Service might well break 
down in some areas. 


Proposed Remedies 

105. The Council considers delayed promotion to be a 
most serious factor in under remuneration of hospital medi- 
cal staff. It has already expressed the opinion that there 
should be an early review of hospital establishments and of 
the hospital staffing structure, and it welcomes the recent 
agreement between the Minister of Health and the Joint 
Consultants Committee to set up a Jeint Working Party to 
study, in the light of experience of the Hospital Service since 
1948 and of all other relevant considerations, the principles 
on which the medical staffing structure in the Hospital 
Service should be organized. 

106. The figures already presented show that the main 
reason for delayed promotion is that there are insufficient 
consultant vacancies to allow a reasonable rate of progress 
through the senior registrar grade for the present number 
of senior registrars, and that this is particularly noticeable 
in certain specialties. The only effective solution is to 
increase the number of consultant posts and thus absorb 
those members of junior grades who are in point of fact 
already carrying out consultant duties. The promotions 
resulting from this can then be utilized to reduce the number 
of senior registrars and so avoid the present prolonged stay 
in the grade. Only in this way will it become a practicable 
possibility for a consultant post to be attained much closer 
to the age of 32. The consequent speeding up should in due 
course clear the present bottleneck between the registrar 
and senior registrar. 

107. It is true that at any time, due to fluctuations in the 
rate of retirement, especially in certain specialties, the rate 
of promotion might be temporarily retarded. It is also 
true that the present solution could not instantaneously be 
implemented. For both these reasons, a number of interim 
and supplementary recommendations are proposed. 


(1) Extension of Salary Scales 


108. Emergency relief should be given to senior registrars 
who are already trained and who have been unable to obtain 
consultant posts. Such officers are the official trainee con- 
sultants of the Hospital Service, and it is the Council’s view 
that, having been appointed by special committees in open 
competition for advertised posts in the training grade and 
having been allowed to pass all the efficiency bars during 
their training, the Government ought to retain them at an 
appropriately increased salary. The present practice of 
declaring them “ transitional * and no longer on the official 
establishment is not satisfactory ; employment on a yearly 
basis without increase in salary for increasing age and 
experience is a poor reward for the ten or more years of 
hard and highly skilled work which they have given to 
their hospitals. In most cases it is no fault of their own 
that these men have failed to get consultants posts—such 
posts properly required have not been made available. 

109. Indeed, individuals retained after two years in the 
registrar or four years in the senior registrar grades are kept 
on because they are considered to be desirable recruits to 
the grade above, for which they have by that time gained 
the necessary experience, age, and qualifications. They are 
usually allocated increased responsibility as though they had 
been promoted, and it would be reasonable to allow such 


men security of tenure and further salary increments, so 
that the registrar overlapped the senior registrar and the 
latter continued to progress across the present gap separ- 
ating him from the consultant’s starting figure, reflecting in 
the salary what has taken place in the work performed. 
When such a registrar becomes a senior registrar a no- 
detriment clause should allow him to enter at the next figure 
above the one last attained in his old grade. In the case of 
the senior registrar this provision ought not to be necessary 
with seven possible annual increments after the normal four 
years in the grade. 


(2) Extra Increments on the Consultant Scale 


110. The Spens Committee recommended that specialists 
appointed before 32 should start one place lower down the 
incremental scale for each year under age, down to a maxi- 
mum decrease of £250 (two years’ increments) and those 
appointed over 32 could receive up to four increments’ start 
in respect of age or special experience and qualifications. 

111. In the Council’s view, neither of these provisions is 
overworked. The former, though mandatory, is seldom 
applicable, and the latter is optional and not widely used. 
The present delay was, of course, quite unforeseen by the 
Spens Committee, and it is felt that it would be in line 
with their intentions to make both provisions obligatory. 
while removing the limit of four increments from the second 
one. This would make an enormous contribution to redress 
the total life earnings loss, because it would enable the top 
rate of pay to be reached at about 40 years and maintained 
for 25 years as originally intended. 


(3) Resident Posts 


112. When emoluments were free, and junior staff were 
generally younger and unmarried, residence in hospital was 
popular. As a result, many posts which in themselves could 
equally well be filled by a resident or a non-resident were 
always advertised as resident posts in order to attract appli- 
cants. This has led to the false belief that the posts in 
question were by some law of nature resident posts. In 
fact many posts above house officer which are resident in 
England are non-resident in Scotland. Re-examination of 
the resident registrar and senior registrar posts in England 
and reclassifying as non-resident wherever possible would 
lift a considerable load from many men in the position of 
Dr. B, whose budget appears in Appendix IV and who had 
to pay £14 3s. 4d. for hospital emoluments and £14 Is. 8d. 
for rent of flat, out of a monthly cheque of £63 Ils. 11d. 

113. If the present charges for residential emoluments are 
subsidized as the Ministry of Health asserts, a reduction 
of the number of resident posts would reduce the hospital 
costs, leaving both employer and employee better off. In 
those cases where residence is really essential (and there are 
some) a tax-free separation allowance for married men equal 
to the emoluments charged would be, in the Council’s view, 
just, and in line with current practice in other occupations. 


(4) House Officers 


114. At the other extreme from the senior registrars who 
undertake a good deal of consultant work, it is only fair 
to point out that some so-called registrars do work which 
before 1948 was done by a senior type of house officer 
(usually two or three years qualified). Indeed, some of the 
present establishment of registrar posts have been created 
by upgrading house officer and senior house officer posts 
which were difficult or impossible to fill, in the hope that 
the higher salary would attract applicants. That this is not 
wholly effective is shown by Tables I and II in Appendix 
VII. Nevertheless, it is clear recognition of the inadequacy 
of the house officer and senior house officer rates as a means 
of attracting doctors to stay in hospital longer, where they 
are so badly needed. In considering the remuneration of 
the house officer grades, it must be borne in mind that their 
occupants are fully qualified (even when only provisionally 
registered) and that their work is long and arduous. 
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(5) Actual Salary Scales 

115. Appendix VIII shows in Table I the salary scales of 
hospital medical staffs at various relevant dates and in 
Table II the original ratios of the differentials proposed by 
the Spens Committee. Using the 1954 figure of £2,100 as 
the bottom rate for a consultant, the proper salaries for the 
other grades as in 1951 would be: 

Senior house officer % of £2,100=£840 

Registrar 7 47%-53% of £2,100=£987-£1,113 

Senior registrar 60%-80% of £2,100=£1,260-£1,680 

The equivalent figures for 1957 rounded off, therefore, 
are: 

Senior house officer £840 + 29% =£1,680 

Registrar £987-£1,113+29% =£1,260-£1,440 

Senior registrar £1,260-£ 1,680 + 29% =£1,620-£2,160 

116. In the case of J.H.M.O.s—on which the Spens 
Report gives no guide—the correct salary scale for 1957 
is £1,107-£1,593. Calculating similarly for house officers, 
the 1957 salariés should be Ist post—£558 ; 2nd post—£636 ; 
3rd post—-£718. In the view of the Council, the increments 
within the range should be as follows: Pre-registered house 
officers—£555; fully registered house officers, Ist post— 
£635 ; 2nd post—£715. 

117. On this basis, the Council recommends the following 
scales of remuneration (in 1957 figures) : 


House officers : 
Pre-registered .. i Sia ~ os £555 
/ ‘ £635 
Fully registered { a, cael : ] ’ ; ; as 
Senior house officer ha ? .. £1,080 
J.H.M.O. £1,100-£1,600 


Registrars and senior registrars. Taking the range £1,260- 
£2,160 above and allowing equal increments throughout, the 
figures when slightly smoothed out are: 


, Ist year .. >. £1,260 
Registrars { 2nd year ‘ £1,440 
¢ Ist year £1,620 

. : | 2nd year £1,800 
Senior registrars { 3rd year £1989 
| 4th year £2,160 


118. The above basic figures esl. of course, be sup- 
plemented by the provisions outlined in subsection (1) 
above whereby persons retained in either grade beyond the 
normal period should receive further annual increments of 
£180, subsequently entering the grade above (if promoted) 
on a no-detriment basis. 


SUMMARY OF THE COUNCIL’S MAIN RECOMMENDA- 
TIONS ON THE REMUNERATION OF HOSPITAL 
MEDICAL STAFFS 

1. Salary Scales.—The Council in its preliminary memor- 
andum of evidence has shown that, on the basis of the fall 
in the value of money since the Danckwerts Award, which 
related to the year 1951, an adjustment of not less than 
29% is needed to restore the value of medical remuneration 
generally, In the case of hospital medical staffs, the 1954 
Award represented an upward adjustment in the salaries of 
consultants and other hospital medical staff designed and 
imposed by the Government broadly to restore the balance 
with general practitioner remuneration disturbed by the 
Danckwerts Award and to encourage recruitment to the 
Hospital Service. The Award was not related to the Con- 
sultant Spens Report, and was not accepted by the repre- 
sentatives of hospital medical staff as a settlement of their 
claim for the application of an adequate betterment factor 
to the rates of remuneration recommended by the Con- 
sultant Spens Committee. The present salary scales fall 
seriously short of even the 100%, increase deemed proper 
in 1951 for general practitioners. Moreover, merit awards, 
an integral and pensionabie part of total remuneration, 
and the fees for domiciliary consultations have remained 
unchanged since 1948, The Council recommends the imtro- 
duction of the salary scales set out in the following table, 
which also shows the present rates of remuneration of the 
various grades and, where appropriate, the remuneration 
recommended by the Consultant Spens Committee in terms 
of the 1939 value of money. 





| Spens | Present Scales | Scales now 
Grade Scales (1934 Award) | Recommended 

House officer ot — £425-£525 | Pre- registered £555 

| | Fully registered 

| | Ist post £635 

} 2nd post £715 
Senior house officer . . £600 £745 ,080 
J.H.M.O. .. ‘e% i £775-£1,075 | £1,100 « £100 (5)- 
Registrar .. .. | £700-£800 | £850-£965 £1,260 x£180-£1,¢40 
Senior registrar ; £900-£1, 200 | £1,100-£1,400 sear : ts 


’ 
S.H.M.O. | | £1,575-£2,025 | £2,160 « £130 (8)- 
Consultant (basic scale), £1,500-£2, 500 | £2,100-£3,100 £2,700 x £162 10s.(8) 


a (C merit 
award) | £2,000-£3,000 | £2,600-£3,600 £3,500-£4,800 
Consultant (B merit | 
award) ; | £3, 000-- £4, 000 | £3,400-£4, 400 | £5,100-£6,400 
Consultant (A merit 
£6,700-£8,000 


award) ba £4,000-£5,000 | £4,300-£5,300 | 

2. Domiciliary Consultations ——The Council considers 
that the payments for domiciliary consultations and the 
expenses and fees paid in connexion with such consulta- 
tions should be increased by 60%. In addition the restric- 
tion on the first e'ght consultations for whole-time consul- 
tants should be abolished. 

3. Expenses.—The vast majority of hospital medical staffs 
at all levels incur certain expenses which are essential to 
the practice of medicine and to the efficiency of the Hos- 
pital Service. The Spens Committee drew attention to the 
need for the payment of adequate expense allowances, and 
furthermore suggested that such expenses should be recog- 
nized for income-tax purposes. At the present time whole- 
time medical staff in the Hospital Service are neither reim- 
bursed nor allowed tax remission for these expenses. The 
Council considers that this anomalous situation should be 
remedied by the payment of adequate expenses by the Hos- 
pital Service. 

4. Calculation of Part-time Consultant Salaries.—The 
weighting factor used in calculating the proportion of the 
whole-time salary scale which should be paid to the part- 
time consultant should be restored to the level which oper- 
ated prior to the 1954 Award, namely 1} sessions. 

5. Senior Hospital Medical Officers—tiIn the suggested 
salary scales for hospital medical staffs set out above, the 
Council has recommended that S.H.M.O.s should be re- 
munerated at a rate equivalent to 80% of the scale for 
consultants. The Council wishes to emphasize that this 
scale should be but an interim measure pending the aboli- 
tion of the grade. 

6. Extension of Salary Scales in Registrar Grades.— 
Registrars and senior registrars retained in either grade be- 
yond the normal period should receive further annual incre- 
ments of £180, subsequently entering the grades above, if 
promoted, on a no-detriment basis. 

7. Additional Increments on Consultant Scale for De- 
layed Promotion—The remuneration of those promoted 
to consultant rank should be related to the starting point 
envisaged by the Consultant Spens Committee, i.e.. aged 32. 
Those appointed over 32 years of age should commence 
with appropriate increments in respect of age or special 
experience or a TN 


APPENDIX I. EXTRACT FROM MINISTRY 
: CIRCULAR RHB 49/85 
Higher Rates of Part-time Remuneration 
27. The Minister would be prepared to approve higher 

rates of remuneration only in cases where some special in- 
ducement was necessary to fill an essential appointment 
and where the difficulty could not be avoided in any other 
way—¢e.g., by combining the part-time appointment with 
appointments in other hospitals. The situation might arise 
in the case of an essential consultant appointment at a 
hospital in a small country town not warranting whole-time 
employment, where the duties could not be combined with 
similar duties in nearby hospitals, and where it would be 
difficult for the consultant to supplement his hospital! ap- 
pointment by private practice; but the circumstances of 
each case will be considered on their merits. 
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APPENDIX III 
BASIC 
£5000 _ RRSOF CONSULTANT 
£90,000F 
£4000 _ F £80,000F 
£70,000} 
£700 4 -£60,000} 
: £50,000} 
£2000 _| 8 
£40,000} 
ro} fe 
=} £30,000F 
BASIC 
£1000 S.H.M.O. SCALE CONSULTANT 
SCALE 3 : £20,000F 
m\= 
9 year «<—8 yearly. = |= £10,000} 
0 Pobrano increments” 
Appointed Appointed ; : ; ; 
at age 32 at age 32 : 35 40 «445 $sO..603So SS 60 65 


Fic. i.—Consultant and $.H.M.O. salary scales compared. Fic. 2.—Total life earnings of consultant on basic scale and 
S.H.M.O., assuming both appointed at age 32. 












































APPENDIX V 
TaeLe I.-—Showing the Numbers and Average Ages of all Consultants and Senior Registrars in all Specialties in each 
Region and in Scotland as a whole as at December 31, 1956 = 
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Taste I11.—Showing Consultant Vacancies in Scotland during Next 5 Years with Total Numbers of Consultants and 
Senior Registrars and the Existing Ratio between these Two Grades 

































































Total Total | Consultant Vacancies Ratio: 
No. of | Average | No. of | Average | in Next 5 Years - se as nas 
Consul- Age Senior age | | ar 5 Years’ Senior 
| tants | Registrars | >. More | | 1987 | 1988 | 1999 | 1960 | 196 Total | Registrars 
General medicine ik ae 49-6 aC 15 36-0 | 1 2 3 5 3 12 3-3: 1 
Fevers id . oat 10 $22 | 2 | 340 | 1 1 2 ea 
V.D. “if ¥ 6 54-2 | 
Chest diseases .. - 37 47-3 8 1 } 33-8 | 46:1 
Dermatology .. os 14 51-2 7 6 39-4 | c-9 1 2 a 
Neurology a “ed 6 44:8 | | 
Homoeopathy ~ | 
General surgery see a ae 48-2 36 9 36-4 2 2 4 2 10 3-4:1 
Orthopaedics ~ .. on ae 45-6 11 1 35-5 1 1 3-7:1 
Neurosurgery .. on | 8 | 45-4 2 | 1 33-5 | | 43:1 
Thoracic anany a 11 | 43-4 5 | i 348 CC | 2-2: 1 
Dentists : a 32 «|| ~— 80-7 4 37-8 | I 1 8 :1 
EN.T. .. ‘oA 41 49:3 | 9 | 33-8 1 | 1 ae 7 46:1 
and ~ rene 5 43-4 2] | 355 | 2-5: 1 
Sy Sete 2. a ae | 387 | | Bey 1 3:1 
or ; mR 37 49-5 |} 12 | | 33-3 1 ae ee Be ae 5 3-1: 1 
and gynae. ba 67 48-2 20 7 | 35-8 i 1 1 a4 l 6 3-5: 1 
Paediatrics - en 33 } 46-3 & | 34-3 ' 1 1 41:1 
Pathology at J) OO Pa > 3 | 347 | | ag 1 | 1 4 2:1 
Bacteriology .. ab 26 | 48-0 7 |} 333 | 4 1 3-7: 1 
Radiology eerste Ek ke ae | 336 | ji at 5 49:1 
Radiotherapy rs 14 | 45-4 $ | | 326 | | | 2-8: 1 
Psychiatry 67 46-8 16 | | 33-4 | | 2 2 a 4:2:1 
Anaesthetics ef 69 46-8 16 | | Bee -ey a 1 3 Ty ee Oe ee 2 
Physical medicine - 1 430 | | | | | | 
Blood transfusion a 1 41-0 | | 
— | | 
Totals.. ..| 897 | 48-0 = | @ | wey s 10 15 23 15 @o | 36:1 
| ' 
TaBLe IV.—Consultant Vacancies in Scotland for the Two 5-Year em 1957-61 and 1977-81 
| | | 
| 1957 | 1988 1959 | 1960 1961 | Total 1977 | 1978 1979 | 1980 | 1981 | Total 
General medicine | I 2 zz 3 - | eee oy ee er ieee eee 
Fevers .. ot Ried | I 2 2 a+ 4 
V.D. ae sa 5 | | | 
Chest diseases .. | 2 4 1 2 9 
Dermatology .. | | i | I 2 I | 1 | 2 
Neurology | j j | j | 
Homoeopathy j 
General surgery 2 2 4 2 ;} 0 8 8 6 8 | 6 36 
i Dat Webs 1 1 4 3 1 
Neurosurgery | | } i 
Thoracic surgery: | } 1 | 1 
Dentists 1 | I 2 1 I 2 1 7 
oo to 1 4 3 | 2 7 4 2 1 3 8 
Piestic surgery .. | | | j I 1 2 
rology a. BR orag | 1 | 2 eg 
hthalmology .. | es 4 4 a 2 -_ I I 1 _—- 1 5 
Obst. and gynae. | 1 1 I 2 ae oS 7 3 5 2 19 
Paediatrics I a oe 6 2 1 3 12 
Pathology 4 ie y g-.8 4 ee Se ES Be 16 
Bacteriology 1 | a ois 8 2 2 6 
iology 3 2 | ae 4 4 | 0 3 16 
apy | | 3 5 
Psychiatry 2 2 . 2 4 8 4 17 
Anaesthetics 1 1 i 3 1 | 7 4 i | 5 | 6 2 ; 18 
Physical medicine | 1 } 1 
Blood transfusion | | | } } 1 1 
Totals .. | 6 —. Ba oe 15 “i i ae ee su | | 83 
' \ { \ | 





TaBLe V.—Showing Sources and Previous Grades of Consultants 
Appointed to the Western Region of Scotland in 1953-55 








*New appointments ee 44 Posts filled by cr from 
Replacements ua “4 66 outside Regi 32 
Posts filled by applicants from 
inside R 66 
Posts fil by applicants 
from university . 5 
Others ye 7 
Consultant posts filled from | Consultant ‘posts filled from 
inside Region “a 66 | outside Region Ae +f 32 
Previous grade | Previous grade 
consultant .. 23 | consultant .. 12 
Previous grade Previous grade 
S.H.M.O. . 26 senior registrar 14 
Previous grade Previous grade 
senior registrar 17 trar is 1 
Previous grade 
university is a 
| Others .. a i 


* S.H.M.O. Review, 1953. 

AS a result 26 S.H.M.O.s were regraded consultant. 
Cteation of 26 new consultant posts. 
Biven above. 


This necessitated the 
These are not included in the figures 


TaBLe VI.—Showing the Previous Grades of all Consultants 
Appointed in Scotland During the Last 3 Years (1953-56 for the 
Western Region) 




















ha Previous Grade — sn Total 
egion : ‘onsultant 
Ne S.H.M.O. —. | Other Posts 
North -~| — | ¢$@]t@mqd — 3 (5) 
North-East . — 1 <i) 6 (2) — 7 @ 
East = 8 (2) 3 (2) 5 (4) 1 17 (8) 
South-East ° 5 () 10 (9) 25 (18) 1 (i) 41 (29) 
Wes | 35 (23) 26 (26) 31(t7) | 18 (12) 110 (78) 
All Scotland | 48 (26) | 44 (42) 68 (42) | 20 (13) 180 (123) 





Figures in parentheses denote local candidates. 
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TaBLe VII.—Showing the Total Number of Registrars in the Western Region of Scotland, and the Length of Time Each 


Has Held His Appointment 





8 Years University Total No. 





























1 Year 2 Years | 3 Years | 4 Years | 5 Yerrs | 6 Years 7 Years | 
Medicine 9 5 6 Te ACES ee Sr 1 1 29 
Surgery 9 a 8 | 2 i | 1 i — 1 30 
Anaesthetics a 3 | 3 a oa | 1 | -— — - il 
Dermatology . oe 1 — | — | = 1 | 1 — | _ | —_ 3 
Ear, nose, end throat 1 } 5 2 1 -- — —_ | — om 9 
Infectious di ‘ 1 — | _— _ —_ a cite ais | onl 1 
Obstetrics and gynaecology .. 2 3 5 | 2 — — om —_ om 12 
Ophthalmology a i 2 2 | 1 — — — | — an —_ 5 
Orthopaedics ee 2 1 } — — _ _ ~- -- | ~- 3 
Paediatrics — —- 1 2 = | _ ox = | ont 3 
Pathology 6 3 | Ce — | 1 oie ca on 14 
Psychiatry bes Le aa 3 Bor. ee a a oe I a os 14 
Radiology as ‘ oF 2 | — } 1 —_ —_— =< | om ous age 3 
Thoracic surgery ‘ : ; | l | _ | — = | — = im me. ond 1 
Tuberculosis .. ’ — | 1 | 1 | = | au an ox aa ‘Sint 2 
Bacteriology 3 — 1 — —_— _ — — _ 4 
Total number registrars 49 32 35 12 3 4 6 1 2 | 144 
| 
APPENDIX VIII 
Tarte I 
M ‘i ns Taste Il 
. | 1937—Interim _ —— — - - ~ 
Spens 1948-84 1954-7 Award | 
—EE 7 a Se Sa Spens 1948-54 1954-7 
F.T. Cons. mr stt fy pom £1,700—€2,750 £2,100-£3,100) £2,205—£3,255 Consultant F.T. Min. — 100%! 100° (£1,500) | 100°% (£1,700) "100°% (£2, 100) 
Grade I—S.R £900-£1,200 | £1,000-£ ,300 £1,100-£1,400 £1,210-£1,540 ¥ * ‘ ¥ 
£100 in 4 yrs ~*~ \ | 
Il—Reg. £700—-£800 £775-£1:90 £850-£965 £935- 20°” 24° 34° 
in 2 yrs | £1,061 10s, ole aati _—- 
» Ii— \ \ 
S.H.O. £600 £670 £745 £819 * | 
7 7 > 5] 7 ~ ~ 
H.O. £350-£450 | £425-£525 | £467 10s. Grade I—S.R. 60-80"; 59-76% $2-66% 
J.H.M.O. £700-£1,000 | £775-£1,075 | £852 10s.~ » Ii—Re. .. 47-53% 45-52% 40-467, 
, > . II—S.H.O. .. . 4. 35% 
| £1,182 10s. i sen es 
os A M Cc . H.O. “* “* . as 21-26 e | 20-25 © 
‘Lt. — £762 JH.M.O. .. ; — 41-59, 37-S1° 
Capt. £872 a " v2 = —. 


The following Appendices have also been sent to the Royal Commission 


II. RHB(50)96. BG(50)88. Senior Hospital Medical 


Officers. 
IV. Selection of Representative Budgets. 
VI. Financial Results of Delayed Promotien. 


VII. Report to Sheffield Regional Hospital Board by the 
Board’s Medical Committee, reported in Manchester 
Guardian of April 7, 1956. 





THIRD SUPPLEMENTARY MEMORANDUM OF EVIDENCE 


1. The terms of reference of the Royal Commission 
require it to consider how the levels of professional re- 
muneration now received by doctors taking any part in the 
National Health Service compare with the remuneration 
received by members of other professions, by other members 
of the medical profession, and by people engaged in con- 
nected occupations. 

2. In addition, the Commission itself made a public state- 
ment on April 12, 1957, and indicated that, though not 
asked to recommend remuneration for doctors employed 
by local authorities, such doctors would be among the 
“ other members of the medica! profession” on whose re- 
muneration evidence would be received for purposes of 
comparison, 

3. It follows from all this that although the remuneration 
of certain sections of the profession is said to be outside the 
Commission’s remit, evidence is necessary for purposes of 
comparison, and this Third Supplementary Memorandum 
deals with the position of public health medical officers, uni- 
versity medical teachers and research workers, and medical 
officers in the Armed Forces. In all these fields the scales 
of remuneration have always fallen short of the rates 
achieved for general practitioners and hospital medical staffs 
in the National Health Service. In the Council’s view the 
present rates of remuneration in these fields of practice are 
most unsatisfactory and are therefore entirely inappropriate 
standards by which to compare the remuneration of family 
and hospital doctors in the Health Service. 


4. The succeeding sections of this memorandum outline 
the unsatisfactory position which has developed, and recom- 
mend scales of remuneration which would be more appro- 
priate in conditions as they exist to-day. 

5. The Council contends that, if the Commission seeks to 
determine the proper current levels of remuneration for 
doctors in the National Health Service by comparing them 
with the rates received by other members of the profession 
outside its remit, it should do so, so far as public health 
doctors, university staffs, and medical officers in the Armed 
Forces are concerned, by reference to the scales recom- 
mended below and not to the existing scales, which are 
seriously inadequate and a source of great dissatisfaction to 
those concerned. 

6. Finally, the opportunity is taken in this memorandum 
of presenting evidence on behalf of ophthalmic medical 
practitioners taking part in the Supplementary Ophthalmic 
Service. 


THE POSITION OF THE PUBLIC HEALTH 
DOCTORS 


7. Since the Royal Commission will not pronounce on the 
salaries of the public health medical officers but will look 
at these salaries only for the purposes of comparison, it 
seems unnecessary to submit to the Commission an exhaus- 
tive accounts of the many and diverse responsibilities under- 
taken by the doctors engaged in this branch of medical 
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work ; but should the Commission desire any information 
additional to that contained in this memorandum, the Asso- 
ciation will gladly supply it. 

8. In the paragraphs which follow, the importance of 
preventive medicine is stressed, the defects of the presenf 
structure of staffing and remuneration in the public health 
medical service are indicated, and proposals for reform are 
made. 

9. There are two matters which it is desired to emphasize 
at the outset, First, it is the considered view of the Associa- 
tion that the present financial position of the public health 
doctors is most unsatisfactory, and therefore by no means 
an appropriate standard by which to determine the proper 
remuneration of the family doctors and the hospital doctors. 
Repeated but unsuccessful attempts have been made to 
improve the lot of the public health doctors by bringing 
their remuneration into reasonable relationship with that of 
the other main sections of the profession. Any attempt now 
to bring these other sections down to the level of their 
inadequately paid colleagues would be absurd. 

10. Secondly, the new salary structure which the Associa- 
tion now propeses for the public health doctors has been 
worked out in relation to the net incomes earned in general 
and hospital practice as at March, 1958. 


The Importance of Preventive Medicine 


11. The medical officer of health is the specialist in pre- 
ventive and social medicine. He has the statutory function 
of ascertaining, reporting, and advising upon all conditions 
which affect the health of the community. As the guardian 
of the community health, he is the leader of a team of 
medical colleagues and ancillary workers engaged in a wide 
variety of medical and medico-social services, both environ- 
mental and personal. 

12. In recent years, as a result of advances in medical 
knowledge and in social legislation, the scope of public 
health practice has been considerably widened, and it con- 
tinues to expand. The maintenance of healthy conditions 
in the physical environfent is still of great importance, and 
in this field the medical officer of health exercises statutory 
powers under many Acts, Regulations, and Orders concerned 
with the prevention of such dangers to health as bad hous- 
ing, adulterated and infected foods, and polluted water and 
milk supplies. He also continues to perform his traditionai 
and highly important role as an expert epidemiologist in 
connexion with the prevention of the spread of infectious 
diseases. And within the sphere of the personal health and 
education services he has great and growing responsibilities. 

13. These personal services include, for example, ante- 
natal and post-natal care ; domiciliary midwifery ; the home 
nursing and home help services, which enable the sick and 
the aged and infirm to be cared for, in suitable cases, in 
their own homes—an arrangement which causes both satis- 
faction to the patient and saving to the State ; the ascertain- 
ment of physical defects in children and mental defect at 
all ages ; the regular medical supervision of the schoolchild 
in order that he may derive the greatest possible benefit 
from the education he receives and later take his place in 
the community as a fit and healthy young person; the 
supervision of those so gravely handicapped, physically or 
mentally, as to need special care or special schooling ; the 
provision of residential accommodation and social services 
for the aged ; and various measures of health education— 
including the education of parents in the care and training 
of young children—which contribute in important ways to 
the promotion of health, bodily and mental. 

14. In much of this work the medical officer of health, 
with his staff, is closely associated both with the family 
doctor and with the hospital, providing as he does the link 
through which the public health “ field ” services are brought 
to the support of their therapeutic tasks. Through the 


provision of “care and after-care,” which the National 
Health Service Acts made a statutory duty of the local health 
authority, the medical officer of health operates, as has 
already been indicated, a variety of medico-social services 


designed to assist the treatment of the sick and their re- 
habilitation after illness. The home nurse has long been a 
trusted and indispensable ally of the general practitioner, 
who is now coming to appreciate more and more the ad- 
vantages of the co-operation provided by the health visitor. 
So far as the hospital is concerned, the public health team 
is in a position to help by supplying background reports 
from its knowledge of the patient’s personal and environ- 
mental problems and difficulties, by undertaking sociological 
work as necessary while the patient remains in hospital, and 
by making available the resources of such social agencies as 
are needed to assist the patient’s eventual readjustment to 
life in the community. 

15. In the field of mental health the local health authori- 
ties now have a prospect of a great enlargement of their 
present important responsibilities as a result of the far- 
reaching proposals of the Royal Commission on the Law 
Relating to Mental Illness and Mental Deficiency (1954-1957). 
The Commission recommended a general reorientation of the 
mental health services away from institutional care in its 
present form and towards community care, and considered 
it essential that the central direction of the community ser- 
vices for mentally disordered patients should be in the hands 
of the medical officer of health. 

16. The control of infectious disease through such 
measures as the extensive scheme of vaccination against 
poliomyelitis now in progress, the clearing away of slums 
and the evils that they breed, the maintenance of the purity 
of food and drinking water, the prevention of unnecessary 
disability in old age, the promotion of safe child-bearing, 
the endeavour to ensure that the child will grow up to man- 
hood with a sound mind in a sound body, the care of those 
who by reason of congenital defect or the effects of injury 
or disease are unable to lead an unsheltered existence—such, 
then, are some of the operations of preventive medicine. 
They proceed quietly and undramatically. They lack the 
glamorous appeal to the popular imagination of the wonders 
of cardiac and cerebra! surgery. But to understand their 
immense importance one has only to contemplate the part 
they have played in the triumphs of the past, such as the 
remarkable decline in maternal and infant mortality and the 
virtual eradication of a number of killing infectious diseases. 
At the present time a formidable challenge is presented to 
preventive medicine by the problems of the ageing popula- 
tion and the high incidence of mental disorders in the com- 
munity. Prevention is both better and cheaper than cure, 
and there is no doubt that the resolute prosecution of pre- 
ventive measures, planned and administered by men and 
women of ability and vision and enterprise in the medical 
service of the Local Government Authorities, can produce 
results of incalculably great value in terms of human happi- 
ness, of industrial productivity, and of saving to the national 
Exchequer. 

17. If, however, the benefits of preventive medicine, to the 
individual and to the community, are to be fully secured, it 
is essential that the financial prospects in the public health 
medical service should be such as to attract its proper pro- 
portion of the more able young doctors. As long ago as 
1910, a memorandum issued by the Local Government 
Board (the predecessor of the Ministry of Health) contained 
this statement: “The salary offered to the Medical Officer 
of Health who devotes his whole time to public health work 
should, in the Board’s view, be sufficient to attract men with 
good qualifications and to retain their services. The Medical 
Officer should not be placed in a position of inferiority in 
this respect to other medical men in the district... . It 
is not sufficient that a medical man is found to accept the 
salary offered ; it is more important that the salary should 
be such that it will be worth the while of a capable man to 
accept it.” 

18. The importance of giving the public health doctor a 
financial status comparable with that of his professional col- 
leagues is perhaps even greater to-day than it was half a 
century ago, both because of his increased responsibilities 
and because he now has more close and frequent contacts 
with the family doctors and the hospital doctors and must 
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be able to meet them on terms of equality if his counsels 
are to be given due weight and if a fully co-operative rela- 
tionship, so important to the smooth functioning of the 
Health Service, is to be maintained. In a paper published 
three years ago, the late Dr. W. G. Patterson, then Senior 
Administrative Medical Officer of the Newcastle Regional 
Hospital Board, wrote that, “it must be suggested in all 
seriousness that one of the chief failures in co-operation be- 
tween the hospital and the local health authority service lies 
in the division of the medical profession into two salaried 
camps of grossly unequal status.” 

19. Unhappily, the financial rewards in the public health 
medical service to-day continue to be such as are failing to 
attract a sufficient number of recruits of the highest quality, 
capable of becoming outstanding leaders in the battle of 
preventive medicine in the future. There is no need to 
emphasize the ominous significance of the following extract 
from the latest annual report of the Medical Officer of 
Health for Hertfordshire: “In the past five years six men 
have taken their first public health jobs in this county, and 
after service averaging one and a half years, four have left 
to find more lucrative employment. Several have expressed 
to me their real regret at leaving work which they found 
enjoyable and their embarrassment at having so soon made 
the decision to desert a service in which they had hoped to 
make a career. The usual explanation was that both the 
immediate rewards and the opportunity for advancement in 
our public health services are limited in comparison with 
those in other branches of the profession. This experience 
is shared with most of my colleagues who have been able 
to recruit young men to their staff. This lack of men fitting 
themselves for senior appointments in the local authority 
health services in years to come is disturbing.” 


The Present Career Structure 


20. The doctor entering the public health medical service 
receives his first appointment in the grade of “ medical 
officers in departments.” He is commonly described as an 
assistant medical officer, and for the sake of simplicity this 
title is used in the paragraphs which follow. 

21. Before entering the service the doctor will have com- 
pleted the same basic professional training, including the 
pre-registration year in resident hospital appointments, as 
his colleagues who choose other medical careers. He may 
have remained in the Hospital Service for a time, or gained 
some other form of further professional experience, after 
becoming fully registered. He may have studied for higher 
examinations and gained an additional degree or post- 
graduate diploma. If he has the ambition to rise to the 
top of his chosen branch of the profession he will certainly 
have acquired the postgraduate Diploma in Public Health, 
which he must possess in order to be eligible for a major 
appointment as medical officer of health—a requirement 
which is unique in the medical profession in being a 
Statutory one, The qualification of D.P.H. is usually taken 
after a course of whole-time study occupying a full academic 
year, during which the student cannot undertake a remuner- 
ative post. Many public health doctors hold additional 
higher qualifications, such as the degree of Doctor of Medi- 
cine or the diploma of Membership of a Royal College of 
Physicians ; and some are barristers-at-law. 

22. The assistant medical officer is engaged in clinical, as 
distinguished from administrative, duties. He may work in 
the schools or at ante-natal and post-natal clinics or at 
child welfare centres. Commonly he undertakes a com- 
bination of these or other tasks. 

23. Above the assistant medical officer is the senior 
medical officer, who is in charge of one or more depart- 
ments, such as those of school health, mental health, and 
maternity and child welfare. Such appointments are now 
made only where the local authority covers a population 
exceeding 250,000. 

24. In certain large local health authorities the health 
services, including the school health service, are admini- 
stered in geographical divisions, the medical officer in charge 


of the division being known as the divisional medical officer. 

25. All these officers work under the generai direction of 
the medical officer of health, who in the larger authorities is 
assisted in his multifarious administrative duties by a deputy 
medical officer of health. 

26. There are certain other appointments, known as “ com- 
bined appointments " and “ mixed appointments,” to which 
special salary arrangements apply. To describe these in 
detail would complicate this document unnecessarily, the 
aim being to present a clear picture of the general staffing 
structure, which is constituted by the grades mentioned 
above—medical officer of health, deputy medical officer of 
health, divisional medical officer, senior medical officer, and 
assistant medical officer. 


The Present Salary Structure 


27. Standardized salaries for public health doctors in Eng- 
land and Wales were first negotiated in 1929 at conferences, 
under the Chairmanship of Lord Askwith, which were held 
at the Ministry of Health and attended by representatives of 
the Local Authority Associations and the British Medical 
Association, The Askwith agreement made provision, in the 
cases of the medical officer of health and the deputy medical 
officer of health, only for minimum commencing salaries, 
varying according to the population covered by the 
authority. Scales of periodic increments were not formu- 
lated ; it was understood that suitable increases would be 
given for capability and length of service. Incremental 
scales were agreed for senior medical officers and assistant 
medical officers. The Askwith agreement did not operate 
in Scotland, but the Association recommended salary scales 
on similar levels which were accepted by most of the Scot- 
tish Local Authorities. 

28. In an interim revision of the Askwith agreement in 
1946, percentage additions, varying in amount at the differ- 
ent levels, were made to the 1929 salaries, and a further 
interim revision was agreed with effect from July 1, 1957. 

29. When rates of remuneration, acceptable to the profes- 
sion, were laid down by the Spens Committees for general 
practitioners and hospital doctors working in the National 
Health Service, it was clearly necessary to secure reasonably 
comparable standards of payment for the other main sec- 
tions of the profession. The Staff Side of Committee C of 
the Medical Whitley Council, which is appointed by the 
Public Health Committee of the British Medical Associa- 
tion, eventually proposed to the Management Side new 
salary arrangements in which it had sought to apply what 
may be called the “Spens” standards to the remuneration 
of the public health doctors. The two Sides failed to agree 
and the matter was referred by mutual consent to arbitra- 
tion in the Industrial Court. The decision of the Court (in 
December, 1950) was a disappointing one. The salaries 
awarded, although in some respects a little more generous 
than those which the Management Side had offered, fell far 
short of those which the Staff Side had claimed. 

30. The Industrial Court, whiie retaining population as 
the criterion in determining the salaries of medical officers 
of health, adopted a proposal of the Management Side that 
a range of minimum salaries should be laid down for each 
population group. Each local authority was thus allowed 
a measure of discretion in fixing the commencing salary 
within the prescribed range, having regard not only to 
population but also to “other local factors and the func- 
tional responsibility of their medical officer of health post.” 
The Court also specified the numbers and amounts of the 
annual increments to be granted, concerning which the 
authorities had enjoyed unfettered discretion under the Ask- 
with agreement. Authorities with populations exceeding 
600,000, however, were given complete discretion in deter- 
mining both the commencing salary of the medical officer 
of health and the increments. 

31. In 1953, after a further dispute in Committee C, the 
Industrial Court awarded a somewhat higher salary scale for 
assistant medical officers. In 1955, Committee C having 
again failed to agree, a further award was made by the 








THE 
KNAL 
\fficer, 
ion of 
ities is 
leputy 


‘com- 
which 
ese in 
y, the 
affing 
ioned 
cer of 
", and 


Eng- 
ences, 
: held 
ves of 
edical 
in the 
odical 
aries, 

the 
yrmu- 
ld be 
ental 
istant 
erate 
scales 

Scot- 


nt in 
ji ffer- 
rther 
57. 

ofes- 
neral 
ional 
iably 
sec- 
C of 
' the 
ocia- 
new 
what 
ation 
igree 
itra- 
t (in 
aries 
Tous 
1 far 


n as 
icers 
that 
each 
wed 
lary 
y to 
unc- 
»st.” 
the 

the 
Ask- 
ding 
*ter- 
ficer 


the 
for 
ving 
the 








ROYAL COMMISSION 


SUPPLEMENT To THE 327 
British MEDICAL JOURNAL 





June 14, 1958 





Court. In this award, which covered all the salary scales, 
the Court granted the increases which had been offered by 
the Management Side, and the result again caused much 
disappointment to the Staff Side. Finally, in 1956, Com- 
mittee C agreed on small percentage additions to the various 
scales. The new scales had effect from April 1, 1956, and 
remain in operation to-day. They are set out in Appendix A. 


Defects of the Present System 

32. The first and most obvious defect of the present 
system of remuneration is that the salaries at all levels are 
too low, considered in relation to the net incomes earned 
in other branches of the profession. For example, the 
maximum salary of the assistant medical officer (£1,475) and 
even of the senior medical officer (£1,955) is far below the 
maximum (£2,350) for the medical officer in the most junior 
grade in the Civil Service—who, unlike the public health 
medical officer, suffers no deduction for superannuation. 
Towards the other end of the scale, the few medical officers 
of health (not more than a dozen) of authorities with popu- 
lations between 400,000 and 600,000—the largest population 
group for which salaries have been prescribed—cannot re- 
ceive, even if granted the highest salary within the permitted 
range, a maximum above £3,390, whereas hospital consult- 
ants in receipt of the /owest distinction award (20% of all 
consultants in the Health Service) advance to a maximum 
of £3,600. Even among the very large authorities, which 
determine the salaries of their chief medical officers at their 
own discretion, there is no medical officer whose remunera- 
tion approaches the figure of £5,300—the maximum paid 
to the whole-time hospital consultants who receive the high- 
est distinction award. The salary attached to the vastly 
responsible position of medical officer of health for London 
falls short of this figure by approximately £1,200. 

33. The most formidable obstacle that the Staff Side of 
Committee C of the Medical Whitley Council has en- 
countered is the rooted objection of the Management Side 
to approving salaries for medical officers of health different 
from those paid to other chief officers of local authorities. 
The Iadustrial Court, although it has not invariably 
awarded salary scales for medical officers in all respects 
identical with those of the non-medical officers, has shown 
a marked reluctance to depart from these latter scales so 
far as the maximum salaries are concerned. The Staff Side 
of Committee C, on the other hand, holds firmly to the view 
that if the standard of recruitment to the public health 
medical service is to be safeguarded, the public health doctor 
must be regarded primarily as a doctor and must receive 
remuneration reasonably related to that received in other 
spheres of medical practice. 

34. The Council of the British Medical Association, in a 
report published in 1956, made its attitude quite clear in the 
following statement: “The Council has kept continuously 
in mind and wishes to emphasize the major principle that 
doctors, in whatever form of practice or service they are 
engaged, should be remunerated as doctors and that their 
remuneration should not be related to that of lay personnel 
who are employed in the same sphere. It is because of the 
attempted equation of medical officers with the hierarchy of 
local government officials that the situation in the public 
health service is so unsatisfactory.” 

35. The problem, however, would not be solved merely 
by a substantial increase in the present salaries of public 
health doctors at all levels. Not only ‘are the amounts of 
the incomes earned in public health practice too low, but 
because of the relatively small proportion of intermediate 
posts the opportunities for promotion are unsatisfactory in 
the extreme. 

R 36. A survey made two years ago of the comprehensive, 
if not completely exhaustive, information contained in the 
Association's register of public health medical officers 
showed that the assistant medical officers outnumbered all 
the other medical officers taken together, and that those in 
the intermediate grades between the assistant medical officer 
and the medical officer of health were relatively few. There 
were 646 medical officers of health, but only 140 deputy 


medical officers of health, only 16 divisional medical officers, 
and only 38 senior medical officers. The assistant medical 
officers numbered 1,300, and there were about 100 doctors 
in special posts, such as local authorities have discretion to 
create when necessary, with salary scales between those of 
the assistant and the senior medical officer or between those 
of the senior medical officer and the deputy medical officer 
of health. As the Council of the Association stated in the 
report referred to in paragraph 34 above, there was “ a quite 
disproportionate number at the lower levels of remunera- 
tion” and the prospects of promotion to the senior posts 
were “ significantly }jower ” than in any of the other branches 
of the profession. 

37. In short, what is needed is not merely a general (and 
generous) increase in the present salary scales, but a reform 
of the career structure by the creation of many more inter- 
mediate posts of progressively increasing responsibility 
through which the public health doctor may climb on his 
way to one of the most senior appointments, and in which 
he will have a reasonable competence if there should be no 
room for him at the higher levels. The Association’s 
proposals are set out in Appendix B. 

38. Because of the urgent need for reform, the Associa- 
tion urged the Ministry of Health in 1956 to set up an inde- 
pendent committee of inquiry “to consider what should be 
the range of remuneration of medical officers in the public 
health service, having regard to the remuneration of other 
sections of the profession and the desirability of the public 
health service maintaining its power to attract a suitable type 
of recruit.” When the Royal Commission was appointed 
the Prime Minister announced that consideration was being 
given to the inclusion of the public health doctors within 
their terms of reference. This seemis to show that, in the 
opinion of the Government, there was no fundamental 
objection to the Commission being asked to recommend 
appropriate salaries for these doctors. Although the 
Association ultimately decided that the extremely dis- 
appointing exclusion of the public health doctors in the 
interpretation placed on the Commission’s terms of reference 
was not a sufficient reason for refusing to state a case to the 
Commission on behalf of the family and the hospital 
doctors, it deeply deplores the Government’s neglect of the 
opportunity of securing independent advice on a problem of 
vital importance to the nation. It hopes that the Commis- 
sion may See fit to recommend the institution by the Govern- 
ment of an independent inquiry in the event of continued 
failure to bring about a reform of public health medical 
remuneration through the established negotiating machinery. 


MEDICAL TEACHERS AND RESEARCH WORKERS 


39. This important category includes more than 2,000 
doctors in three main classes of employment: (1) university 
teachers in clinical subjects ; (2) university teachers in pre- 
clinical subjects; and (3) whole-time research workers. 
Many of those in category 1, and a few of those in category 
2, hold honorary contracts in the National Health Service. 


(1) University Teachers in Clinical Subjects 


40. A university teacher frequently holds an honorary 
contract carrying consultant status with the National Health 
Service and frequently performs the same work with the 
same degree of responsibility as his colleague in the National 
Health Service. In the university he may be a professor, 
reader, or senior lecturer. He is usually a whole-time 
officer. He is expected to carry out his National Health 
Service duties as well as to prosecute research and to teach. 
Nevertheless, it is only at the professorial level that he 
approaches his National Service colleague in salary. 

41. Even the reader or senior lecturer has a maximum of 
only £2,550 (with a possible £2,900 in exceptional circum- 
stances, e.g., as head of a department), and this compares 
unfavourably with the remuneration* of his consultant 








*Note.—The basic salary scale of consultants in the N.H.S. is 


Ty 
£2,100 by £125 (8) to £3,100. 
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colleagues in the National Health Service. The reader or 
senior lecturer has increments of £100 per annum, which 
also compares unfavourably with the increments on the 
consultant scale. 

42. The practical effect of these lower scales of renvunera- 
tion can be illustrated in Pathology. In many teaching hos- 
pitals, both in England and Scotland, much, if not all, of the 
pathology is carried out by university employees who may or 
may not have honorary contracts with the National Health 
Service, the Hospital Board usually contributing to the total 
costs. This results in the university staffs providing a service 
at a much lower rate. This anomaly is particularly notice- 
able in some areas of Scotland, where the pathological 
services of a whole region are obtained at university rates 
of salary. Similar circumstances obtain in all other clinical 
subjects within the university service. 

43. Only the holders of honorary consultant contracts are 
eligible to be considered for distinction award, the propor- 
tion of the award payable depending on the amount of time 
spent on National Health Service work. 

44. Reference is sometimes made to the supposed advan- 
tages of university teaching and research appointments— 
such as vacations, time for research, freedom from the 
commitments of clinical practice, study leave, family 
allowances, etc.—but when examined these advantages are 
more apparent than real: 

Vacations.—The university clinical teacher and the whole- 
time research worker outside the university are subject to simi- 
lar restrictions in regard to vacations as is the consultant in the 
National Health Service. 

Time for Research—Pressure of routine work for the 
National Health Service together with teaching duties may mean 
that time for research is hard to find. 

Freedom from the Commitments of Clinical Practice —The 
university teacher with clinical responsibilities has the same 
liability to attend hospital at all hours as has his National 
Health Service colleague and has a continuous responsibility for 
his patients. This is obvious in the case of the physician or 
surgeon, but it is equally true, for example, of the pathologist 
concerned with blood transfusion or of the biochemist. 

Study Leave.—This is stated to be easier to obtain in univer- 
sity posts, but although most universities subscribe to the 
principle of sabbatical leave it is usual for this to go by default 
because no suitable deputy is available. 

Family Allowances.—Since these are payable at the rate of 
only £50 per child they cannot, except in the case of a large 
family, compensate for the difference in salaries. Moreover, 
they are taxable but are not added to the total remuneration 
for superannuation purposes. At the highest level of profes- 
sorial salaries, these allowances are not paid if a distinction 
award is held. 





(2) University Teachers in Pre-clinical Subjects 


45. University teachers in the pre-clinical subjects usually 
have no honorary contract with the National Health Service, 
and thus are not eligible for merit awards. Their remunera- 
tion is usually less than that of the university clinical 
teachers by about 10%. The recent University Grants 
Committee scales limit the salaries of professors to a maxi- 
mum of £3,000, and, when it is recalled that the remunera- 
tion of a professor in a clinical subject, by the addition of a 
merit award, may be almost double that amount, there is 
little inducement to the best type of young graduate who 
intends to teach or do research to enter the pre-clinical field. 

46. This is a matter of great anxiety to all who are con- 
cerned with recruitment to the pre-clinical subjects and has 
led to much understaffing and to the replacement of medic- 
ally qualified staff by others with no medical qualifications. 

47. Although the pre-clinical teacher has no commitments 
with the National Health Service the advantages with regard 
to vacations and time for research are again more apparent 
than real. With the difficulty in recruitment departments 
are understaffed, so that teaching commitments are heavy. 
Vacation time is used to prosecute research, but here also 
there is difficulty, because of a shortage of technical assist- 
ance. This shortage is due to the higher wages obtainable 
by technicians in commerce and in the National Health 


Service. It leads to much waste of medical professional 


time. 
(3) Whole-time Research Workers 


48. Doctors in full-time research work, many of whom 
are employed by the Medical Research Council, have salary 
scales which are generally related to the university scales 
for equivalent seniority. Some of these research workers have 
clinical duties, but usually there is no contract with the 
National Health Service, so that merit awards are not 
payable. 

49. Superannuation is under the Federated Superannuation 
Scheme for Universities. With the continually falling values 
of money this scheme, which depends entirely on insurance 
policies to provide an annuity, is unfavourable when com- 
pared with a scheme which provides a pension based on 
salary at retirement. The inability to transfer pension rights 
freely as between the National Health Service and the 
Federated Superannuation Scheme for Universities, hampers 
a free flow from one service to the other. 

50. Income-tax.—University and research personnel are 
full-time employees, and as a result are at a disadvantage in 
relation to claims for such expenses as membership of 
learned societies, etc. The university clinician, for example, 
needs to have a telephone, to run a car, and to attend 
scientific meetings, but these items are not chargeable to 
expenses for tax purposes. 

51. To enable the universities to continue to provide a high 
standard of medical education and to ensure that the 
research done in this country continues to be of a high 
standard, it is imperative that recruitment to university and 
research posts should be encouraged. This will only be so 
if the total eventual remuneration is such that it compares 
not unfavourably with that obtainable in the consultant and 
specialist branches of the profession. 

52. The following scales are recommended for medical 
teachers and research workers in clinical subjects: 

Senior lecturers and readers £2,700 by £162 10s. to £4,000, 
and corresponding grades of commencing salary to be de- 
research workers termined by age (due regard 

being given to experience), 
the minimum of the scale 
being linked to age 32 


Lecturers and corresponding £1,600 by £125 to £2,600 


grades of research workers 
Junior lecturers, assistant lec- 

turers, or demonstrators 

(i.e., the initial appointment 

on the academic staff), and 

corresponding grades of re- at a lower age would carry 
search workers a reduced salary 

53. The present salary scales recommended by the Uni- 
versity Grants Committee range from £900 to £2,550 per 
annum (or in the case of lecturers holding posts of special 
responsibility, such as the headship of an independent 
department, £2,900 per annum). The actual salaries paid 
are nevertheless at the discretion of the universities and may 
be, and indeed in some cases are, less favourable than the 
U.G.C. rates. 

54. It is also recommended that when machinery for 
reviewing the profession's remuneration at regular intervals 
in the future is established and adjustments are made in 
the remuneration of hospital medical staffs corresponding 
adjustments should be made in the remuneration of 
university medical teachers and research workers in clinical 
subjects. 


MEDICAL OFFICERS IN THE ARMED FORCES 


55. Ever since 1948, the Council has been concerned at 
the low rates of pay of medical officers in the Armed Forces. 
Repeated representations have been made to the Defence 
Departments, and when the Forces Medical and Dental 
Services Committee (the Waverley Committee) was 
appointed by the Government in 1953, the Association took 
great pains to prepare and present evidence, both written and 
oral, to it. 


£1,100 by £100 to £1,400. The 
commencing salary assumes 
an age entry of 26 or 27 
years. Appointments made 
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56. The recommendations of the Waverley Committee were 
published in 1956. These recommendations were regarded 
by the Council as highly unsatisfactory, and repeated repre- 
sentations have been made to the Ministry of Defence about 
them. 

57. In 1958 improvements in remuneration were intro- 
duced in the Armed Forces, but, with a few exceptions, the 
current rates for medical officers are not as high as those 
which were suggested by the B.M.A. to the Waverley Com- 
mittee in 1954. 

58. The recruitment position in the regular Armed Forces 
reflects the unsatisfactory state of medical remuneration. 


THE SUPPLEMENTARY OPHTHALMIC SERVICE 


Description 

59. Section 41 of the National Health Service Act, 1946, 
and the Regulations made under that section prescribe the 
duties and functions of local executive councils with regard 
to the Supplementary Ophthalmic Service. 

60. Broadly speaking it is the duty of every executive 
council to make arrangements with doctors having 
prescribed ophthalmic qualifications (called “ ophthalmic 
medical practitioners ”), and with ophthalmic opticians for 
the testing of sight, and with ophthalmic opticians and dis- 
pensing opticians for the supply or replacement and repair 
of glasses. 

61. A person wishing to use the Supplementary 
Ophthalmic Service has two separate choices. First, he has 
the right to choose the ophthalmic medical practitioner or 
ophthalmic optician by whom his sight is to be tested and 
from whom any necessary prescription for glasses is to be 
obtained ; and, secondly, he has the right to choose the 
ophthalmic or dispensing optician who is to supply his 
glasses. 

62. For children under 16, and for persons who because of 
old age, illness, or other infirmity cannot choose for them- 
selves, a parent, guardian, or other person in charge exer- 
cises these choices. 

63. It is also an important principle of the service that an 
applicant must produce a medical recommendation on the 
first occasion upon which he wishes to have his sight tested 
under the service. A medical recommendation is, however, 
not required on any subsequent application for the service. 
For further sight tests, the applicant is free to go direct to 
the ophthalmic medical practitioner or ophthalmic optician 
of his choice. 


Continuation of the Service 


64. Section 41 (4) of the Act states that “where the 
Minister is satisfied that adequate ophthalmic services are 
available in the area of any executive council through the 
hospital and specialist services provided under Part II of 
this Act, he may by order direct that this section shall cease 
to apply to that area, and this section shall thereupon cease 
to apply as from a date specified in the order ; and any such 
order may contain such consequential and _ incidental 
provisions as the Minister considers necessary or expedient. 

65. Although this section of the Act has never been 
amended it seems clear from official pronouncements on the 
subject, and, in particular the findings of the Guillebaud 
Committee, that the Supplementary Ophthalmic Service is 
likely to continue for a very long time to come. It is there- 
fore necessary to say something about the ophthalmic 
medical practitioner, who plays an important part in this 
Service. Up to the present some 1,260 ophthalmic medical 
practitioners have satisfied the criteria laid down by the 
Ophthalmic Qualifications Committee. The criteria were 
last revised in 1951, since when they have been as follows: 


A medical practitioner must have 
(a) held an appointment under the Hospital and Special- 
ist Services provided under Part II of the Act with the 
status of consultant ophthalmologist or held for a period 
of two years an appointment of equivalent status as an 
ophthalmic surgeon or assistant ophthalmic surgeon on 
the staff of an ophthalmic hospital or a hospital having a 


special ophthalmic department approved for this purpose 
by the Committee; or 

(b) obtained the Diploma in Ophthalmic Medicine and 
Surgery or the Diploma in Ophthalmology (Conjoint 
Board) or the Diploma in Ophthalmology (Oxon) or other 
higher degree or qualification approved by the Committee 
and held for a period of two years an appointment or 
appointments in an ophthalmic hospital or the ophthalmic 
department of a general hospital which has been approved 
by the Committee for this purpose of which period at least 
six months shall have been spent in a resident appoint- 
ment, or in an appointment with duties similar to those 
in a resident appointment, 


AND WHO SHALL, TO THE SATISFACTION OF THE 
MINISTER ACTING ON THE ADVICE OF THE COM- 
MITTEE TO BE RECOGNIZED BY HIM FOR THE 
PURPOSE OF APPROVING SUCH QUALIFICATIONS 
(i.e., the Ophthalmic Qualifications Committee), HAVE HAD 
ADEQUATE, INCLUDING RECENT, EXPERIENCE. 


66. It is thus clear that an ophthalmic medical prac- 
titioner must not only be a qualified medical practitioner, 
but since 1951 he must also possess a higher qualification 
in ophthalmology and have had considerable practical ex- 
perience in the specialty before he can take part in the 
Supplementary Ophthalmic Service. Indeed, as will be 
shown later in this memorandum, the Ministry of Health 
recognized the special qualifications, training, and experi- 
ence of ophthalmic medical practitioners when it decided 
to relate the amount of the sight-testing fee to the remun- 
eration enjoyed by S.H.M.O.s and consultants in the 
Hospital Service. 


The Sight-testing Fee 


67. In 1948 at the commencement of the Service the sight- 
testing fee was £1 Ils. 6d., based on the assumption that 
the average time taken for a sight test was thirty minutes. 
In April, 1949, the Ministry quite arbitrarily cut the fee to 
25s. on the basis that inquiries had tended to show that 
sight testing was being undertaken in less than thirty min- 
utes. The Ministry indicated that 25s. would be a pro- 
visional figure (based on 24 minutes) pending a fact-finding 
inquiry into the average time per sight test. The Ministry 
promised that if investigations revealed that the reduction 
was not fully justified an appropriate adjustment would be 
made. 

68. The Penman Working Party, which was then set up, 
found by means of a sample investigation that the average 
time taken for a sight test was 25.2 minutes, but that certain 
adjustments ought to be made, the effect of which increased 
the length of the average sight test by 2.2 minutes to 27.4 
minutes. 

69. The Ministry accepted the Penman figure of 25.2 
minutes and certain of the adjustments, The figure eventu- 
ally taken was 27.1 minutes. A copy of the Penman 
Report is attached as Appendix C. 

70. The Association therefore sought an adjustment in 
the fee as a result of the Working Party's finding and in 
the light of the undertaking previously given by the Minis- 
try that the fee would be adjusted should it be shown that 
the reduction made in 1949 was not jusified. The adjust- 
ment required was an additional 3s. 3d. for the extra 3.1 
minutes (i.e., instead of 25s. for 24 minutes, 28s. 3d. for 
27.1 minutes). 

71. The Ministry, however, took the view that the whole 
question of the fee must be considered “ against the wider 
background of a re-examination of the original basis on 
which the fee was fixed.” 

72. The Ministry maintained that when the original fee 
had been fixed the remuneration for hospital medical staff 
had not been finally decided, and the fee had been based 
on a possible hourly rate for consultants of three guineas. 
The basic consultant scale (then £1,700-£2,750) which was 
subsequently introduced gave a considerably lower hourly 
rate, and the Ministry therefore took the view that the 
original sight-testing fee had been wrong not only as regards 
the time taken but also in its relation to comparable remun- 
eration in the Hospital Service. 
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73. In January, 1951, the Association discussed this pro- 
posal with the Ministry and suggested that the following 
factors should be taken into consideration : 

(a) The findings of the Working Party, in the light of which 
the average time taken to test sight by an ophthalmic medical 
practitioner had been accepted as 27.1 minutes. 

(b) The Minister’s undertaking in a letter of February 14, 
1949, to make an appropriate adjustment in the fee if the 
original reduction was shown not to have been fully justified. 

(c) The clinical qualifications and status of the practitioners 
engaged in the Supplementary Eye Service and the standards 
observed and proposed to be observed by the Central Profes- 
sional Committee. 

(d) The level of remuneration of officers with comparable 
clinical responsibilities in the Hospital Eye Service. 


74. After a lengthy exchange of views, however, the Min- 
istry firmly refused to adopt any more favourable basis 
for calculating the sight-testing fee than the mid-point 
(£2,025) between the bottom of the then S.H.M.O. scale 
(£1,300) and the top of the then basic consultant scale 
(£2,750). 
75. Having decided that the comparable figure in the 
Hospital Service was £2,025, the Ministry then made adjust- 
ments for practice expenses (33$%) and superannuation 
(8%) and calculated a figure of 16s. 6d. To this was added 
3d, “ to compensate for the difference in time as shown 
by the Penman Report.” This 3s, 3d. represented the dif- 
ference between the provisionally reduced fee of 25s. (based 
on 24 minutes) and 28s. 3d. (based on 27.1 minutes), which 
would have been the fee if the Penman Report and no 
other factors had been taken into consideration. 
76. The following figures show, in more detail, how the 
calculation was made : 
£2,025 plus 334% for practice expenses plus 8% for 
superannuation = £2,862 

£2,862 divided by 3,465=16s. 54d. (approx.) 

(3,465 is the number of half-hours in a year of 45 
weeks each of 38} hours il 11 x 34.) 


77. The resulting figure of 19s. 9d. (16s. 6d. plus 3s, 3d.) 
was then rounded off to £1. 

78. A formal offer of £1 was subsequently communicated 
to the Association by the Ministry. 

79. The Association, after careful consideration, taking 
into account reports of regional meetings of ophthalmic 
medical practitioners, informed the Ministry that it was 
unable to recommend acceptance of the offer by the pro- 
fession. 

80. in spite of the Association's protests the fee of £1 
was nevertheless brought into operation by the Ministry 
and took effect from February 14, 1951. 

81. In 1954, following the adjustment in the remuneration 
of hospital medical staff, further representations were made 
by the Association to the Ministry for a corresponding 
adjustment in the amount of the sight-testing fee. 

82. It was pointed out that under the new scales for hos- 
pital medical staff the mid-point between the minimum of 
the S.H.M.O. scale (£1,500) and the maximum of the con- 
sultant scale (£3,100) became £2,300, and that therefore even 
on the basis of the Ministry’s own calculation as set out 
above the sight-testing fee should be increased to 22s. 

83. In spite of personal representations to the then Minis- 
ter of Health, the Government would not agree to any 
increase in the fee, which remained at £1, a figure far less 
than the £1 Ils. 6d. deemed appropriate in 1948. To-day, 
following the interim adjustment made to general prac- 
titioners and hospital medical staffs pending the report of 
the Royal Commission, the figure stands at £1 0s. 8d. The 
Government instruction authorizing this small interim in- 
crease is set out in Appendix D. 

84. The Council submits that the history of the negotia- 
tions with the Ministry on the size of the sight-testing fee 
is yet another example of the Government's reluctance to 
give effect to agreements which it made with the profession 
before the inception of the National Health Service. 

85. It may be that ophthalmic medical practitioners are 
a minority group within the profession, but the fact remains 


that they are the only section whose remuneration to-day is 
substantially below the level fixed nearly ten years ago, 
There is perhaps little wonder that this record of negotia- 
tion and the inadequate levels of remuneration are not 
attracting the proper proportion of recruits to this impor- 
tant branch of the Service. 

86. It must be stressed that the Ministry in 1951 and 
again in 1957 agreed that, in fixing the size of the sight- 
testing fee, regard should be paid, inter alia, to (a) the 
clinical qualifications and status of the practitioners engaged 
in the Supplementary Eye Service and the standard observed 
and proposed to be observed by the Central Professional 
Committee in approving qualifications; (b) the level of 
remuneration of officers with comparable clinical responsi- 
bilities in the Hospital Eye Service. 

87. Whereas the clinical qualifications and status of the 
practitioner engaged in the Supplementary Ophthalmic Ser- 
vice have not changed, hospital medical staffs have already 
had one increase (in 1954) and their remuneration is now 
the subject of a substantial claim which has already been 
submitted to the Royal Commission. Moreover, the impact 
of the cost of living falls no less on ophthalmic medical 
practitioners than on other sections of the profession, and 
the Council submits that their claim on behalf of oph- 
thalmic medical practitioners should be no less than that 
claimed for other sections of the profession. 

88. The ophthalmic medical practitioner has continued 
to give loyal service to the community under very adverse 
terms of service, and the Council submits that the sight- 
testing fee should now be increased in direct proportion 
to any increases recommended for hospital medical staff 
with comparable clinical responsibility in the Hospital Eye 
Service. 

89. The Council submits that in all justice to this section 
of the profession even if the £1 sight-testing fee were taken 
as the basis (and it has never been accepted as valid by 
the Association) there is need for a twofold increase in the 
sight-testing fee. First, a retrospective increase to 22s. to 
bring the fee into line with the 1954 Award to the hospital 
medical staff, upon whose salaries the fee was based. 
Second, the fee augmented in that way requires to be in- 
creased by not less than 29% in accordance with the claim 
submitted on behalf of general practitioners and hospital 
medical staffs and which is set out in full in the Council's 
Preliminary Memorandum of Evidence to the Royal Com- 
mission. 


APPENDIX A. PRESENT REMUNERATION OF 
PUBLIC HEALTH MEDICAL OFFICERS 
(March, 1958) 


Medical Officers of Health——Each local authority has 
first to determine, within the limits set out below, the 
appropriate scale for its medical officer of health post, 
having regard to its population, other local factors, and 
the functional responsibility of the post. A medical officer 
of health who is aggrieved by the decision of his authority 
may appeal formally uncer the Whitley Appeals Machinery 
for a higher scale within the range. It is open to a local 


Population Group Commencing Salary Increment 
Not — Between 
75,000 . £1,740 and £1,955 4x £55 
100,000 £1,850 ,, £2,175 4x£55; 1x£50 
150,000 £2,070 ,, £2,395 4x£55; 1x£50 
400,000 £2,550 ,, £2,865 2x£105; 1x £55 
250,000 £2,290 ,, £2,605 2x£105; 1x£55 
600,000 £2,655 ,, £3,075 3x £105 


Over 600,000 At discretion At discretion 


authority to pay its medical officer of health a personal 
salary above the scale which it has selected as appropriate 
for the appointment and which would be offered if a suc- 
cessor were being appointed, A medical officer of health 
holding combined appointments receives £100 per annum 
above the appropriate salary scale indicated by the total 
population of the combined districts for which he is medical 
officer of health. Part-time medical officers of health are 
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remunerated in accordance with the Spens formula in 
respect of consultants. 

Deputy Medical Officers of Health.—Medical officers duly 
appointed as deputy medical officers of health in the general 
administration of the public health service and the carrying 
out of the various Acts, By-laws, Orders, Rules, Regula- 
tions, etc., required to be or usually administered by the 
medical officer of health receive a commencing salary which 
is 663% of the minimum of the scale adopted by the 
employing authority for its medicai officer of health post, 
with annual increments of the same number and amount as 
those of the scale for the medical officer of health post. 
It is recognized that an authority with a population below 
75,000 should not normally need the services of a whole- 
time deputy medical officer of health, but it is agreed that, 
where such an authority finds it necessary to appoint a 


deputy, he may receive a personal salary of not more than. 


£50 above that of an assistant medical officer colleague 
whose salary would otherwise have been equal to or greater 
than the deputy’s salary. 

Divisional Medical Officers—Medical officers, not acting 
as county district medical officers of health, duty appointed 
ag¢ divisional or area medical officers for divisional admin- 
istration of the Health Services (including the school health 
service) receive the salary scale for senior medical officers, 
with the following additions according to the population 
of the division : 


£ 

Not exceeding 150,000 .. “A 50 

és i 250,000... ou 150 

” » 400,000... eb 250 
Over 400,000 oe At discretion 


Senior Medical Officers——These are medical officers (not 
being medical officers of health) who are in charge of ser- 
vices or departments (for example, port health, school 
health, mental health, maternity and child welfare, or any 
other similar service or combination thereof), and who are 
engaged solely or mainly on such duties. New appoint- 
ments in this grade are limited to authorities with popula- 
tions exceeding 250,000. Scale: £1,520 x £50-£1,750x £55- 
£1,955. 

Assistant Medical Officers or Medical Officers in Depart- 
ments.—Scale : £1,050 x £50-£1,200 x £55-£1,475. 

Other Grades.—Individual authorities which find it neces- 
sary to make provision for posts between the grades of 
assistant medical officer and senior medical officer and/or 
for posts between the grades of senior medical officer and 
deputy medical officer of health have discretion to select 
the titles for such posts and the appropriate salary scales. 

Mixed A ppointments.—Medical officers who are assistant 
medical officers or divisional or area medical officers under 
a county council, acting as district medical officers of health 
(either for single or combined districts) for a definite pro- 
portion of their time, receive as regards the salary for their 
county council work the appropriate proportion (calculated 
in accordance with the Spens formula) of their salary as 
assistant, divisional, or area medical officers, as the case 
may be, together with the appropirate proportion of the 
salary selected from the appropriate range for county dis- 
trict medical officers of health, plus a similar proportion of 
£100. These arrangements apply also to: (i) Assistant 
medical officers or area or. divisional medical officers or 
deputy divisional medical officers under a County Council, 
acting as deputy district medical officers of health. (ii) De- 
puty county medical officers of health, acting as district 
medical officers of health. (iii) Deputy county medical 
officers of health, acting as deputy district medical officers 
of health. 


APPENDIX B. PROPOSED REFORMS (March, 1958) 


1. The Association’s proposals for reform are shown in 
the revised salary scales set out below. The main features 
of the suggested new scheme are a general increase in re- 
muneration and a multiplication of the steps on the ladder 
of promotion from the most junior to the most senior ap- 


pointments. As has been mentioned, local authorities may 
make provision, when necessary, for posts at a higher level 
than that of the assistant medical officer but not appro- 
priately placed in the category of senior medical officer, and 
may determine the salary scales for such posts at their 
discretion. It is now suggested that an intermediate grade 
of this kind should be recognized with the title of senior 
assistant medical officer and a nationally agreed salary scale. 
Five grades of senior medical officer are now recommended. 
It is proposed that the remuneration of divisional medical 
officers should not, as at present, be related directly to the 
remuneration of senior medical officers. It is recommended 
that the salaries of divisional medical officers, who are 
appointed by local health. authorities for divisional admin- 
istration of the personal health services, should be related 
to the salary scales for medical officers of health of local 
health authorities. It is also recommended that the com- 
plete discretion allowed at present in the determination of 
the salaries of medical officers of health of the very large 
authorities should be abolished and that salary scales 
should be laid down for three population groups above 
600,000, a single scale—not a range of scales—being fixed 
for the very small number of posts where the population 
exceeds two million. 

2. Finally, it is recommended that a London weighting 
of £100 should be added to the salaries of medical officers 
employed by the London County Council in the grades 
of medical officer in department (assistant medical officer) 
and senior assistant medical officer. 


Proposed Remuneration of Public Health Medical Officers 


Medical Officers of Health—{With the exception of the 
few authorities with populations exceeding two million, 
each authority shall be required to determine the appro- 
priate salary scale within the range for its medical officer 
of health appointment, having regard to its population, 
other local factors, and the functional responsibility of the 
medical officer of health post. In the case of a local health 
authority* with a population below 600,000, the salary scale 
for its medical officer of health appointment shall not in 
any circumstances commence at a point lower than the mid- 
point of the range of commencing salaries. As at present, 
appeals machinery shall exist under which a medical officer 
of health may appeal formally against the extent to which 
his authority has exercised its discretion in selecting the 
scale for his appointment. Further, it shall be open to an 
authority to grant its medical officer of health a personal 
salary above the agreed salary for the appointment, in 
which case the salary for the deputy medical officer of 
health will be related to the salary for the medical officer 
of health post and not to the personal salary granted to 
its holder. Moreover, a local authority shall review the 
salary of its medical officer of health, whether this be the 
salary selected for the appointment or a personal salary 
at a higher level, not later than five years after the medical 
officer of health has reached the maximum of his salary 
scale, and thereafter at intervals not exceeding five years, 
and shall have discretion to grant. in recognition of attain- 
ments and length of service, a higher salary which may ex- 
ceed the maximum prescribed in the following scales.) 





Population Range of 
Range Commencing Salaries Increments 
Under 75,000 £2,205-£2,505 3x £100 
75,000- 100,000 £2,400-£2,700 3x £100 
100,000- 150,000 £2,600-£3,100 3x £100 
150,000- 250,000 £2,800-£3,400 3 x £100 
250,000— 400,000 £3,000-£3,700 3x £100 
400,000- 600,09 £3,200-£4,000 3x £100 
600,000-1,000,000 £4,000-£4,300 .. 3x£150 
1,000,000-2,000,000 £4,300-£4,600 .. 3x £150 
Salary Scale 


Over 2,000,000 £4,755 x £150 (2) x £200 (2) to £5,455 


*The local authorities designated as Local Health Authorities 
are, in England and Wales, the County and County Borough 
Councils, and, in Scotland, the County Councils and the Councils 
of the Counties of Cities and the large Burghs. 
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Deputy Medical Officers of Health—The minimum of 
the scale for a whole-time deputy medical officer of health 
shall be 667% of the minimum of the scale for the post 
of medical officer of health of the same authority, and the 
annual increments shall be the same as those for the post 
of medical officer of health, The existing special arrange- 
ments for the remuneration of deputy medical officers of 
health of authorities with populations below 75,000 shall 
continue. 

Divisional Medical Officers —(Medical officers appointed 
by local health authorities for divisional administration of 
the health services-—including the school health service.) 
These medical officers shall receive a commencing salary 
not less than 80% of the minimum commencing salary for 
a medical officer of health of a local health authority with 
a population of the same size as their division. The 
appropriate commencing salary, which shall be within a 
range extending to 80% of the maximum commencing 
salary for a medical officer of health of a local health 
authority of the same size, shall be determined with regard 
to the population of the division, other local factors, and 
the functional responsibility of the divisional medical officer 
post. As in the case of medical officers of health, a divi- 
sional medical officer shall have the right to appeal 
formally against the extent to which his authority has 
exercised its discretion in selecting the scale for his 
appointment. A _ divisional medical officer shall receive 
annual increments of the same number and amount as a 
medical officer of health of a local health authority of the 
same size as his division. 

Senior Medical Officers—(Medical officers (not being 
medical officers of health) who are in charge of services or 
sections of health departments (for example, port health, 
school health, mental health, maternity and child welfare, 
or any other similar service or combination thereof), and 
who are engaged solely or mainly on such duties.) 

Grade I (Appointments under 
authorities with populations be- 
tween 150,000 and 250,000) 

Grade II (Appointments under 
authorities with populations be- 
tween 250,000 and 400,000) 

Grade III (Appointments under 
authorities with populations be- 


£1,800 £75 to £2,250 


£2,000 x £75 to £2,450 


tween 400,000 and 600,000) £2,200 x £75 to £2,650 
Grade IV (Appointments under 

authorities with populations be- 

tween 600,000 and 1,000,000) £2,600 x £75 to £3,050 


Grade V (Appointments under 
authorities with populations ex- 
ceeding 1,000,000) ss se os SERED we 2 

Senior Assistant Medical Officers —{Medical officers with 
additional qualifications or exceptional experience, and ac- 
cepting additional responsibilities or carrying out additional 
duties which do not amount to being in charge of a depart- 
ment as a senior medical officer.) £1,700 by £75 to £2,000. 

Assistant Medical Officers or Medical Officers in Depart- 
ments.—£1,150 by £75 to £1,825. (A local authority shall 
have discretion to take into account any additional qualifica- 
tions or special experience which a medical officer may have 
in determining his commencing salary on the above scale.) 

Note.—The above salary scales for public health medical 
officers have been worked out in relation to the remuneration 

— sections of the medical profession as it exists in March, 

1958. 

Medical Officers of the London County Council.—Medi- 
cal officers of the London County Council in the grade of 
medical officer in department (assistant medical officer) and 
in the grade of senior assistant medical officer shall receive 
an additional £100 “ London weighting ” on all points of the 
national scales for these grades. 

Combined and Mixed Appointments.—The existing 
arrangements for “ weighting” the salaries of holders of 
combined and mixed appointments shall continue. 

Part-time Medical Officers of Health—A medical officer 
who is engaged part-time in the public health service by vir- 


tue of holding a part-time M.O.H. appointment shall be 
remunerated in accordance with the Spens formula in respect 
of consultants. 

Operative Date.—The above scales shall be introduced 
with effect from June 1, 1958. 

Assimilation to the New Scales.—Officers at present in 
post shall be assimilated to the above scales on the “ corre- 
sponding points” principle, that is to say, each officer shall 
be placed on the point in the new scale which he would have 
reached had the scale been operative at the date of his 
appointment to his present post, but the operation of the 
new scale shall not in any circumstances result in a reduc- 
tion in salary of any officer in post. 


The following appendices have also been sent to the 
Royal Commission. 

Appendix C. Ministry of Health and Department of 
Health for Scotland. Report of the Working Party on the 
average time taken to test sight by ophthalmic medical prac- 
titioners under the Supplementary Ophthalmic Services of 


the National Health Service in England, Wales, and 
Scotland. 
Appendix D. E.C.L. 48/57. “Supplementary Oph- 


thalmic Services: Fees Payable to Ophthalmic Medical 


Practitioners.” 








CENTRAL HEALTH SERVICES COUNCIL 
AND STANDING ADVISORY COM- 
MITTEES MEMBERSHIP 


The Minister of Health has made the following appoint- 
ments and reappointments of medical members of the 
Central Health Services Council and Standing Advisory 
Committees for the period ending March 31, 1961: 


Central Health Services Council.—Reappointed: Lord Cohen 
of Birkenhead (chairman), Sir Stanford Cade, Dr. Annis Gillie, 
Professor A. J. Lewis, Dr. W. P. H. Sheldon. 

Standing Medical Advisory Committee—New: Dr. G. C. 
Kelly, Dr. Stanley Thomas. Reappointed: Lord Cohen of 
Birkenhead, Sir Sanford Cade, Dr. Annis Gillie, Professor A. J. 
Lewis, Dr. W. P. H. Sheldon. 

Standing Dental Advisory Committee.—Reappointed : 
fessor M. A. Rushton, Professor F. C. Wilkinson. 

Standing Pharmaceutical Advisory Committee-—New: Dr. 
A. M. G. Campbell. 

Standing Ophthalmic Advisory Committee-—-New: Dr. 
Dorothy Campbell. Reappointed: Mr. O. G. Morgan. 

Standing Mental Health Advisory Committee.—New: Dr. J. A. 
Scott, Dr. D. H. H. Thomas. Reappointed: Professor A. J. 
Lewis. 

Standing Cancer and Radiotherapy Advisory Committee.— 
New: Mr. R. D. Owen, Professor D. W. Smithers. Re- 
appointed: Sir Stanford Cade, Sir Ernest Rock Carling, Lord 
Cohen of Birkenhead, Professor Sir Charles Dodds. 

Standing Maternity and Midwifery Advisory Committee.—Re- 
appointed: Professor W. C. W. Nixon. 


Pro- 





HOSPITALITY 


A doctor's widow in Geneva would be willing to pay for 
board and lodging for her son, aged 13, with a family in 
this country having children a little older, during July and 
August. 

A German doctor’s daughter, aged 17, would like to make 
a holiday exchange of three or four weeks with a British 
girl. 

A French doctor’s daughter aged 13, would like to visit 
this country for a month. A British girl would be received 
in exchange for a month in Paris and Brittany. 

A German doctor’s daughter, 15 years old, would like to 
make an exchange of a month with a British girl. 

Would anyone interested please get in touch with Dr. R. A. 
Pallister, International Medical Advisory Bureau, B.M.A. 
House, Tavistock Square, London, W.C.i. 
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GENERAL MEDICAL COUNCIL 


NOTICE ISSUED BY THE DISCIPLINARY COMMITTEE FOR THE GUIDANCE OF 
MEDICAL PRACTITIONERS* 


Statutory Jurisdiction of the Committee 


1. Section 33 of the Medical Act, 1956, provides that if 
any fully or provisionally registered practitioner 


(a) is convicted by any Court in the United Kingdom 
or the Republic of Ireland of any felony, misdemeanour, 
crime, or offence, or 

(b) after due inquiry is judged by the Disciplinary Com- 
mittee to have been guilty of infamous conduct in any 
professional respect, 


the Disciplinary Committee may if they think fit direct his 
name to be erased from the Register. 

2. This Notice is issued for the information of practi- 
tioners concerning the disciplinary jurisdiction of the Com- 
mittee and the nature of the professional offences which 
have led or may lead to erasure from the Regisier. The 
offences specified below, however, do not form an ex- 
haustive list. Convictions for criminal offences and in- 
stances of professional misconduct other than those men- 
tioned may be referred to the Disciplinary Committee for 
inquiry, and in every case, whether or not it falls within 
the categories specified, the duty of the Committee is to 
consider and judge upon the facts brought before them. 


Cases in Which a Practitioner has been Convicted 
in the Courts 


3. Convictions of registered medical practitioners are 
habitually reported to the Council by the police authorities. 
In considering a conviction, the Disciplinary Committee 
have to determine whether the gravity of the offence 
which the practitioner committed, or the cumulative gravity 
of offences committed by him on more than one occasion, 
makes it necessary in the public interest to erase his name 
from the Register. It follows that a particular conviction, 
or the last of a series of convictions, may afford ground for 
erasure whether or not the circumstances of the offence in- 
volved infamous conduct in a professional respect. 

The following further points should be borne in mind in 
regard to convictions: 


(i) The Committee are legally bound to accept a con- 
viction as conclusive. It is not therefore open to a prac- 
titioner to contend before the Committee that he was in 
fact innocent of an offence of which he has been con- 
victed, and that he was convicted only because he pleaded 
guilty in order to avoid publicity or for any other reason. 

(ii) Section 33(a) applies only to convictions by Courts 
in the United Kingdom and the Republic of Ireland. 
However, the facts leading up to a conviction in any 
other country may be suggestive of infamous conduct in 
a professional respect and may thus give rise to an inquiry 
under subsection (5). 


4. Erasure from the Register has been directed in con- 
sequence of convictions for the following offences, among 
others not particularized in this Notice: 


(a) Procuring or attempting to procure abortion or 
miscarriage ; 

(b) Driving or being in charge of a motor vehicle when 
under the influence of drink or drugs, or being found 
drunk, or being drunk and disorderly or incapable ; 

(c) Contravention of the Dangerous Drugs Act and 
Regulations ; 

(d) Forgery, fraud, larceny, embezzlement, and cognate 
offences ; and 

(e) Offences involving indecency. 





*This notice has been approved by the Disciplinary Committee 
to replace the “‘ Warning Notice ” formerly issued by the G.M.C. 
The ident refers to it in his address, reported below. 


Cases Raising Questions of Infamous Conduct in a 
Professional Respect 


5. “If a medical man in the pursuit of his profession 
has done something with regard to it which will be reason- 
ably regarded as disgraceful or dishonourable by his pro- 
fessional brethren of good repute and competency, then it 
is open to the General Medical Council, if that be shown, 
to say that he has been guilty of infamous conduct in a 
professional respect.”+ In the discharge of this duty it 
has been necessary to adjudicate from time to time on 
charges arising out of many matters of conduct, including 
those specified more particularly in sections (a) to (e) below. 


(a) Adultery, or Improper Conduct or Association, with a 
Patient 

Any medical practitioner who abuses his professional 
position by committing adultery or improper conduct with 
a patient, or by maintaining an improper association with 
a patient, is liable to erasure, In this connexion the Act 
specifically provides that in any inquiry held by the Com- 
mittee any finding of fact which has been made in matri- 
monial proceedings in the High Court or the Court of 
Session, or on appeal from a decision in such proceedings, 
in the United Kingdom or the Republic of Ireland, shall be 
conclusive evidence of the fact found. 


(b) Advertising and Canvassing 
In the opinion of the Committee, the practices by a 
medical practitioner 


(1) of advertising, whether directly or indirectly, for 
the purpose of obtaining patients or promoting his own 
professional advantage ; or, for any such purpose, of pro- 
curing, or sanctioning, or acquiescing in the publication 
of notices commending or directing attention to the 
practitioner’s professional skill, knowledge, services or 
qualifications, or depreciating those of others ; or of be- 
ing associated with, or employed by, those who procure 
or sanction such advertising or publication ; and 

(2) of canvassing, or employing any agent or can- 
vasser, for the purpose of obtaining patients; or of 
sanctioning, or of being associated with or employed 
by those who sanction, such employment, 


are discreditable to the medical profession and are con- 
trary to the public interest. Any practitioner resorting to 
any such practice is liable to erasure. 


(c) Professional Certificates, Reports, and other Documents 

Medical practitioners are in certain cases bound by law 
or may be from time to time called upon to give pro- 
fessional certificates, reports, and other documents of kin- 
dred character: for example, under the National Health 
Service and National Insurance Acts, in relation to birth, 
illness, death, or cremation, for the purpose of excusing 
attendance in the Courts or in public or private employ- 
ment, and for many other purposes. 

Any practitioner who signs or issues in his professional 
capacity any certificate, report or other document of a 
kindred character containing statements which he knows, 
or ought to know, to be untrue, misleading, or otherwise 
improper, is liable to erasure. 


(d) Association with Unqualified or Unregistered Persons 

Practising Medicine (Covering); Relations with Persons 

Performing Functions relevant to Medicine, Surgery, and 
Midwifery 


(1) Any medical practitioner who by his presence, advice, 
or co-operation (whether by the administration of anaes- 





tLord Justice Lopes in Allinson v. The General Medical 
Council, Court of Queen's Bench, 1894. 
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thetics or the issue of certificates or otherwise) knowingly 
enables or assists a person not registered as a medical 
practitioner to practise medicine, or to attend or perform 
any Operation on a patient in respect of any matter re- 
quiring medical or surgical discretion or skill, is liable to 
erasure. 

(2) Any medical practitioner who 


(i) Knowingly enables any person other than a certified 
midwife to attend a woman in childbirth, otherwise than 
in a case of sudden or urgent necessity or under the 
direction and personal supervision of a registered medical 
practitioner (such attendance being contrary to the Mid- 
wives Act, 1951), or 

(ii) Employs and leaves in charge of any “ open shop,” 
or other place where scheduled poisons may be sold to 
the public, any assistant not legally qualified to sell such 
poisons, 

is liable to erasure. 

(3) Nothing in the foregoing paragraphs is to be regarded 
as affecting or restricting in any way (i) the proper training 
of medical and other bona fide students, or (ii) the legi- 
timate employment of nurses, midwives, physiotherapists, 
dispensers, and other persons trained to perform specialized 
functions relevant to Medicine, Surgery, and Midwifery, 
provided that the medical practitioner concerned exercises 
effective supervision over any person so employed and 
retains personal responsibility for the treatment of the 
patient. 

(e) Other Matters 

Medical practitioners have been judged to have been 
guilty of infamous conduct in a professional respect on 
the following grounds, among others not particularized in 
this Notice : 


(i) Treating or attending patients while under the in- 
fluence of drink ; 

(ii) Abuse of dangerous drugs, or of the privileges con- 
ferred on medical practitioners by the Dangerous Drugs 
Act and Regulations ; 

(iii) Commercialization of a secret remedy ; 

(iv) Gross and/or prolonged neglect of duties, and 
disregard of personal responsibilities to patients; and 

(v) Improperly obtaining or attempting to obtain pay- 
ments from the National Health Service or otherwise to 
which they were not entitled. 


By Order of the Disciplinary Committee, 


Registrar, General Medical Council, 


June 4, 1958. 44, Hallam Street, London, W.1. 


ONE HUNDRED AND NINETY-SIXTH 
SESSION 


The General Medical Council met on Tuesday, June 3, 
1958, with the President, Sir DAvip CAMPBELL, in the chair. 


Appointments 

Dr. James GILBERT MurpocH HAMILTON, F.R.C.P.Ed., 
was appointed a member of Council, as representative of 
the Royal College of Physicians of Edinburgh, for the 
period of two years from May 8, 1958. Having been intro- 
duced to the President, Dr, Hamilton took his seat on the 
Council. 

Notice was also received of the reappointment of Mr. 
KelTH PATERSON Brown, F.R.C.S.Ed., as representative of 
the Royal College of Surgeons of Edinburgh, for the period 
of five years from May 4, 1958. 


PRESIDENT’S ADDRESS 


The Present said that the British Pharmacopoeia, 1958, 
published on March 3, was the ninth in the hundred years 
which had elapsed since the Medical Act of 1858 laid upon 
the Council the duty and responsibility of preparing and 
publishing a pharmacopoeia. It would become official on 
September 1. Despite the addition of 56 monographs to 


the 1953 Pharmacopoeia by means of the 1955 Addendum, 
it had been found necessary to include a further 160 mono- 
graphs in the latest edition. He would like to take the 
opportunity of mentioning the notable services rendered 
by Professor Dunlop, who had recently intimated his wish 
to retire from the Pharmacopoeia Commission, on which 
he had served for the past 13 years, for 10 years as chair- 
man. The wise decisions reached on the many difficult 
problems which had arisen owed much to the skill and 
wisdom with which he had guided their deliberations. 

During recent months steps had been taken towards the insti- 
tution of reciprocal arrangements for registration with two further 
territories of the Commonwealth. On October 31, 1957, an 
Order-in-Council was made applying Part III of the Medical Act, 
1956, to Uganda. This Order enabled the Council to grant regis- 
tration to persons holding the Licentiateship in Medicine and Sur- 
gery granted by Makerere College, which was recognized by the 
Executive Committee on behalf of the Council last year. More 
recently, on May 7, another Order-in-Council was made with 
reference to Western Australia, where a Medical Faculty had 
recently been established in the University. It was proposed that 
the University of Western Australia shall begin to grant medical 
degrees in the latter part of next year, and the question of a 
visitation of the University on behalf of the Council with a view 
to the recognition of the degrees was being studied. 

In February the Executive Committee acceded to a request by 
the University of Cape Town to recognize the Diploma in Public 
Health which had been granted by the University since 1932. 
This was the second diploma in public health granted by a 
university outside the British Isles to be recognized by the Council 
since a provision in the Medical Act of 1950 fitst made this 
possible. 

The first meeting of the Council was heid on November 
23, 1858, and at the next Session they would celebrate the 
centenary. The Executive Committee recommended that 
the Session should be in or about the last week of Novem- 
ber. They were proposing to hold a dinner, and a pam- 
phlet had been prepared on the history of the Council from 
1858 to 1958. 

New Warning Notice 


At their meeting next day the Disciplinary Committee 
would have before them the draft of a new Notice to be 
issued for the guidance of medical practitioners in place of 
the present “ Warning Notice.” 

The Warning Notice had had a long and in some ways 
a rather curious history. When Parliament established the 
Council in 1858 it made the necessary provision to enable 
them to remove from the Register the name of any prac- 
titioner convicted of a criminal offence, or judged “ after 
due inquiry to have been guilty of infamous conduct in 
any professional respect.” At the outset little attention was 
paid to this provision by Parliament, by the public or the 
profession, or indeed by the Council themselves, They 
were preoccupied in the early years with the tasks of 
medical education and registration. In those days, too, a 
statutory quasi-judicial tribunal was something of a novelty. 
The Council, and their legal advisers, had to improvise : 
and they made a bad beginning. The first name which 
they erased had to be restored under a court order because 
there had not been a “ due inquiry.” However, the Council 
then inquired into the case in detail, and erased the name 
a second time for fraudulent registration, incorrect regis- 
tration, and infamous conduct. On this occasion they were 
upheld by the courts. Soon they made standing orders con- 
cerning both the preliminary investigation of cases by the 
local branch councils and the holding of inquiries by the 
whole Council. Yet in the first twenty years of their 
history the Council erased fewer than thirty practitioners 
as a direct result of convictions or for infamous conduct. 


From 1882 onwards, the Council became gravely concerned 
with the widespread employment of unqualified assistants en- 
trusted with professional responsibilities which they were quite 
incompetent to undertake. In 1883 they passed a resolution 
recording “for the information of those whom it may concern ¥ 
that charges concerning the employment of unqualified assis- 
tants and collusion with unqualified practitioners would be 
treated by the Council “as charges of infamous conduct under 
the Medical Act.” A number of names were in fact erased on 
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these grounds in the next fourteen years, and in 1897 the Council 
adopted and published widely a “ Notice” in which, as its title 
implied, they gave notice that any registered medical practitioner 
who might be proved to have employed an unqualified assistant, 
or to have enabled such a person to treat patients, was liable to 
be judged as guilty of infamous conduct and to have his name 
erased from the Register. Many of the phrases devised from 
this Notice of 1897 were still to be found in section 2 of the 
present Warning Notice. 

Since 1914 no alterations of substance had been made in this 
Notice, apart from the inclusion of the new sections in 1916 and 
1923. His opinion, which he believed was shared by the Dis- 
ciplinary Committee and the Council as a whole, was that the 
time had come for a comprehensive revision of the traditional 
Notice. They found in it no reference to some of the most 
common or grave offences of members of the medical profession 
at the present time. Indeed, many persons nowadays appeared 
before the Disciplinary Committee on charges (for example, 
charges concerned with the abuse of alcohol) of which nothing 
was said in the present Notice. The Committee might feel also 
that the time had come to discard the somewhat minatory title 
of “ Warning Notice.” 

The new Notice would begin by explaining the statutory juris- 
diction of the Committee, and thereafter would be divided into 
two parts, dealing respectively with cases in which a practitioner 
had already been convicted in the courts, and cases which raised 
questions of infamous conduct in a professional respect. 

The Notice, as drafted for the Committee, would indicate the 
nature of the charges on which practitioners had appeared before 
the Committee in recent years. The main headings were (a) 
adultery or improper conduct with a patient ; (6) the practices 
of advertising or canvassing ; (c) the signature or issue in a pro- 
fessional capacity of certificates or other documents containing 
statements which a practitioner knew, or ought to know, to be 
untrue, misleading, or otherwise improper ; (d) association with 
unqualified or unregistered persons practising medicine—in this 
connexion the wording of the existing Notice had been extensively 
revised; and finally (e) other grounds on which medical practi- 
tioners had been judged to have been guilty of infamous conduct 
in a professional respect. 

Members of the Council, he said, were not unmindful of 
the temptations and difficulties which beset members of the 
profession. As doctors they were familiar with human 
nature, and not least with its weaknesses. But their task 
was to protect the public, and in a difficult case the first 
question in their minds must always be, “ Is it in the public 
interest to leave this man on the Register?” Nevertheless, 
subject always to that primary duty, members of the 
Disciplinary Committee might, and did, constantly put to 
themselves the further question, “ What is the best thing 
for the man himself ?” The draft Notice now before them 
was designed to be for the guidance of medical practi- 
tioners, and it was their hope that it would in fact be found 
helpful by members of the profession. 


BUSINESS AGENDA 
Finance Committee 


It was reported by Dr. G. A. CLarKk, Senior Treasurer, 
that the income of the General and Branch Councils 
exceeded expenditure by £1,792 for 1957, compared with 
a corresponding surplus of £1,444 in the previous year. 
Receipts of the General Council increased from £18,000 in 
1956 to nearly £20,000 in 1957, The principal increase was 
in receipts from the sale of the Medical Register, largely 
due to an increase in the price of the Register and also to 
an increase in the fees received for registering Common- 
wealth practitioners. 


Pharmacopoeia Committee 


Dr. H. Guy Darn, who was re-elected chairman of the 
Pharmacopoeia Committee, reported that Professor E. J. 
Wayne had been appointed chairman of the British 
Pharmacopoeia Commission. 

The Committee had considered a problem which it would 
be necessary to solve before the next publication of the 
Pharmacopoeia—namely, that of transfer from the Imperial 
system of weights and measures to the metric system. Dr. 
Dain said there were legal difficulties which were being 
explored, but it was hoped that at a future date the Com- 


mittee would be able to inform Council how it was pro- 
posed to overcome those difficulties. 


Annual Returns of Examinations 
The annual examination returns and annual returns of 
examinations for diplomas in public health in 1957 were 
received. It was shown in the latter that no examinations 
were held by 10 universities and the Scottish and Irish 
Conjoint Boards, The number of persons who passed the 
examinations was 202 and 40 were rejected. The Univer- 
sity of London provided the largest numbers of candidates 
for diplomas in public health, the second largest number 

being provided by the University of Edinburgh. 


University College of the West Indies 

In proposing the recognition of the University College of 
the West Indies for the further period 1959-61, Dr. E. R. 
BOLAND said that great strides had been made by the 
University College. There were certain further facilities 
which had been recommended by the University of London. 

The provision of the money necessary for the develop- 
ments had been somewhat held up in the setting up of the 
Federation of the West Indies, but competent authorities 
had assured the University that the money would be 
forthcoming. 

The recommendation was adopted, 


Election to Disciplinary Committee 

The PRESIDENT said that consideration would be given 
in committee to the question of the mode of election of 
the Disciplinary Committee. It appeared that certain diffi- 
culties had arisen in the minds of the defence unions 
concerning the system of rotation adopted by the Council 
to enable all members to serve on the Medical Disciplinary 
Committee in turn. Consideration was also given in com- 
mittee to questions relating to the form of the annual 
examination returns to be submitted to the Council in 
1958 and in future years, having regard to the revised 
recommendations as to the Medical Curriculum adopted in 
May, 1957, and to the reports of visitors and inspectors, 
and the comments thereon by licensing bodies and examin- 
ing boards. 





e 





ASSISTANTS AND YOUNG PRACTITIONERS 
SUBCOMMITTEE 


Procedure which should be followed in the event of the 
parent General Medical Services Committee disagreeing 
with the Assistants and Young Practitioners Subcommittee, 
study leave for assistants, and the experiences of assistants 
in the hands of some principals were among the matters 
discussed at the Subcommittee’s meeting at B.M.A. House 
on May 30. Dr. F. Gray was in the chair. 


How Should Appeal Lie ? 

At the last meeting of the Subcommittee Dr. F. G. 
ToMLINS proposed that, in the event of the parent General 
Medical Services Committee refusing to accept a recom- 
mendation of the Subcommittee, the Subcommittee should 
have the right to refer the matter to the next meeting of 
Council, and that the unestablished principal and assistant 
members of the Subcommittee should each have the right 
to nominate one of their number to speak on the matter 
in Council. Consideration was ceferred because there 
were few members present. 

When it was resumed at this meeting, Dr. A. B. DAviEs, 
chairman of the G.M.S. Committee, made a statement. He 
was not, he explained, giving the official answer of his 
Committee, which had not debated the matter, but was 
giving his own impression as a member of the Subcommittee 
since its inception and what he thought would be the view 
of the Committee. “ My first impression is that a problem 
is being greatly magnified,” said Dr. Davies, who pointed 
out that the Subcommittee had not only made steady pro- 
gress but had achieved a very great deal indeed. On the 
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matter of a possible dispute or difference of opinion with 
the G.M.S. Committee, constitutionally he had no doubt 
that the proper machinery to use was that of a resolution 
of the Conference of Local Medical Committees. On the 
matter of a possible appeal to Council, although the G.M.S. 
Committee was a standing committee of the B.M.A., it 
was the executive of local medical committees which 
included non-B.M.A, as well as B.M.A. members, and Dr. 
Davies did not think it would take kindly to such action. 
“ But now speaking as chairman of the General Medical 
Services Committee,” continued Dr. Davies, “if I had a 
situation where a request from this Subcommittee, which 
was not a frivolous request, was the subject of a difference 
of opinion between the majority view of the General 
Medical Services Committee and this Subcommittee, I would 
not be against referring it to Council for their guidance. But 
I should hate this to be laid down in writing.” 

Before Dr. Davies spoke, Dr. I. M. Quest, an unestab- 
lished principal member of the Subcommittee, had expressed 
himself in agreement with Dr. Tomlins’s proposal, saying: 
“ We must have an escape hatch, one which one does not 
want to use; one does not want to use the escape hatch of 
a bus, but it is there.” Dr. H. N. Rose, a G.M.S. Commit- 
tee representative, thought there would have to be an 
alteration in the constitution of the Subcommittee so that it 
became a subcommittee of Council if they wanted direct 
access to Council ; so long as it was a Subcommittee as at 
present, it must go to the G.M.S. Committee, or to the 
Conference of Local Medical Committees if there were 
matters of great disagreement. 

Dr. Tomuins said there was some feeling in favour of his 
proposal among his own membership. His impression of 
the Conference was that, unless a resolution was supported 
by the G.M.S. Committee, it would be given scant attention, 
especially if it was left rather late in the day. “ Very often 
time is so short that adequate consideration for a problem 
affecting a proportion of the profession is not likely to be 
given,” commented Dr. Tomlins. He favoured discussing 
this question of an appeal now, in an unemotional atmo- 
sphere when there was no matter in dispute. 

Dr. R. E. Hancock, another elected member, said there 
was a great deal of feeling that the Subcommittee had not 
access to the central authority, and people were thinking of 
breaking away from the Association. 

Dr. Rose recalled that the last time there was a conflict 
the G.M.S. Committee did nat dismiss the Subcommittee’s 
suggestions out of hand; a new committee was established 
which made recommendations that were agreed by both the 
Committee and the Subcommittee. 

The Subcommittee decided that it would like to have the 
same arrangement as that in regard to the Specialist groups, 
whereby on request a resolution not approved by the parent 
committee would be reported to Council with the parent 
committee’s observations. It is sending this suggestion to 
the G.M.S. Committee with a request that it should also be 
referred to the Organization Committee. 


Model Assistantship Agreement 

The College of General Practitioners asked the opinion of 
the G.M.S. Committee on a resolution from the College’s 
South-East England Faculty suggesting that the model form 
of assistantship agreement should contain a clause providing 
adequate annual study leave and that the insertion of a 
similar clause in partnership agreements should be en- 
couraged. 

Dr. Davies said it had been established by the Repre- 
sentative Body. and reaffirmed, that general practice was a 
specialty. Moreover, it was now advocated that registrars 
and those intending to be consultants should have been in 
general practice. The G.M.S. Committee was all in favour 
of postgraduate education, but he wondered if this 
proposal was not rushing the gate too soon. He felt it was 
wiser for the young man to spend the time of his assistant- 
ship acquiring knowledge of general practice and take post- 
graduate training afterwards. Further, the G.M.S. Commit- 
tee and the Subcommittee were trying to improve the out- 


look of general practitioners on this whole subject, and he 
wondered whether it would be wise at this stage to lay down 
that every agreement should contain such a clause. The 
CHAIRMAN: “Some assistants remain as such for more than 
one year. After what period would you think it desirable 
they should have study leave?” Dr. Davies: “ Four 
years.” 

Dr. C. W. Grant thought people should be encouraged 
to go back to hospital. “I hope we are not inferior ir 
general practice, but I do think we can learn from other 
people,” he said. 

The CHAIRMAN said that general practice was a specialty, 
and the trainee should not break off from it during the early 
stages. 

Dr. Quest also thought that a man entering general 
practice should devote his whole attention te general practice, 
as he had to learn an entirely new field of medicine. 

Dr. R. T. Jones felt the period before which an individual 
should have study leave should not be too long. 

Dr. Rose was against including a clause in the model 
agreement which had to be struck out if not desired. They 
would probably meet a great deal of resistance from prin- 
cipals. He thought the method of tackling this should be 
to go to the Ministry and say that when a person had had 
three years’ experience as an assistant he should be entitled 
to postgraduate courses on the same conditions as a 
principal. 

The Subcommittee agreed that when a doctor was start- 
ing in general practice for the first time, he should not break 
off from this special branch of medicine for a period which 
should be at least a year. The subcommittee passed a 
resolution to the parent committee that it did not consider 
the need for postgraduate training should arise until the 
completion of two years’ experience in general practice, and 
that the College should be informed that it did not favour 
the inclusion of a clause implying an obligation on the prin- 
cipal to give or a right for the assistant to demand a period 
of postgraduate study leave ; but that there should be avail- 
able a model clause if it was desired to make such provision. 
The Subcommittee also recommended that the Ministry be 
asked to pay the expenses of a locum when an assistant with 
two years’ experience in general practice as a minimum took 
a postgraduate course. The last resolution was proposed 
by Dr. ToMLIns. 

Retirement of Principals 

Dr. Quest, noting that in the Liverpool area there were 
at present about 40 assistants, thought the 199 vacancies by 
retirement in 1958 over the whole country seemed very 
small. Dr. Rose pointed out that the process of retirement 
would be continuing each year now that a person was en- 
titled to a pension after 10 years’ service. In regard to small 
practices, there were a number of middle-aged persons 
applying, and the Medical Practices Committee had been 
asked to give special consideration to them. 


National Service Not Ending ? 

Of the new agreement with Western Germany by which 
Britain will continue to have to maintain an army on the 
Continent, Dr. Davies commented: “I deduce that con- 
siderably more medical officers will be required to do their 
National Service than was originally thought.” He was 
speaking on a report, noted by the Subcommittee, that the 
Hospital Junior Staffs Group thought the cessation of 
National Service in 1960 would ease rather than aggravate 
the problems of hospital medical staffing. 


Conditions of Assistantship 


The Subcommittee considered a letter from Dr. I. Krass, 
who complained that in evidence to the Royal Commission 
on Doctors’ and Dentists’ Remuneration very little repre- 
sentation appeared to have been made for any salary 
increase for assistants. “I feel we are a somewhat neglected 
body,” he wrote. “I paid an average of £5 a week for 
lodgings in a by no means select area of London, and am 
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less well off on my ‘over £1,000’ wage than I was as a 
senior house officer earning £750 a year. And then I did 
not have the added problem of trying to find the money 
for purchasing a car.” 

Dr. L. S. Potter, Assistant Secretary, said that experience 
in the Medical Practices Advisory Bureau, of which he is 
director, was that the average gross figure received by 
assistants was £1,250. Dr. Tomuins: “Lorry drivers get 
£20 a week.” Dr. Potter: “ But lorry drivers may have 
already reached ‘the roof.’” t 

Dr. Quest asked whether something could be done to 
enable the principal with a list which was not big enough for 
two partners to take on a partner without incurring too much 
financial hardship, rather than always having assistants. 
The assistant had no bargaining power. Dr. TOMLINs said 
that there had to be a number of practices where there were 
assistants, for the purpose of gaining experience. The one 
change which the National Health Service had brought 
about was that the young doctor now had to depend on 
other people—either an individual or a committee—as to 
where he got into practice. He could not choose. 

Again speaking from experience of the Bureau, Dr. 
PoTTeR said the so-called problem of the “ chronic assist- 
ant” had been exaggerated. A man must be prepared to 
spend two years looking for a job as a principal. This was 
commonplace before the war. The real problem was the 
man of 45-55, who may have returned from a career over- 
seas. The hospital service was completely barred to him, 
unless he started at the beginning. He often had to take 
the “ permanent assistantship.” 





PARKING IN CENTRAL LONDON 


DEPUTATION TO POLICE 


Recently representatives of the Association met the Assistant 
Commissioner of the Metropolitan Police responsible for 
traffic, Mr. D. E. Webb, to discuss the traffic difficulties 
experienced by doctors in the Central London area. The 
B.M.A. deputation, led by Dr. I. M. Jones, included Mr. 
T. Holmes Sellors, Dr. Annis Gillie, and Dr. R. Cove Smith. 

The deputation explained the type of difficulties being 
encountered, their serious effects on the practice of medi- 
cine, and how doctors often had to risk breaking the parking 
regulations. Though prosecutions of doctors or towing 
away their cars happened infrequently, this was owing to 
police forbearance and their desire not to impede doctors in 
their work. But this meant doctors were dependent on the 
good will of police officers, and was unsatisfactory. The 
worry of wondering whether an appointment would be 
reached on time often affected the peace of mind of medical 
men and was not conducive to good work. As it was no 
longer possible in some areas for general practitioners to 
visit patients except very early or very late, some patients 
were experiencing difficulty in being accepted by doctors at 
all. The Assistant Commissioner was therefore asked what 
could be done to make things easier for doctors. 


Assistant Commissioner Explains 


The Assistant Commissioner explained that one of the 
main tasks of the police was to ensure the flow of traffic 
in London streets and to ensure the safety -of those using 
them. The parking problems could not be solved by the 
Police alone, but were to a large extent a matter for the 
planners and the local authorities. In the Harley Street area 
there was still a reasonable amount of off-street parking 
available, and he could provide a list of garages in the area 
still able to provide space. Some of them were prepared 


to collect a car and to return it when required. 

Mr. Webb explained that the police tried to keep the 
roads as free as possible. When serious obstruction occurred 
reasonable attempts were made to locate the driver of the 
car, but if this failed it would be removed by the police. 
When a car was parked in a dangerous position it might 
be necessary to remove it immediately. It would assist the 


police, Mr. Webb said, if a notice was left on the car 
indicating the name and whereabouts of the doctor. A 
small label, about 3 inches square, fixed to the inside of 
the windscreen, giving the doctor’s name and the address 
where he could be found, would do. Where this informa- 
tion was provided and there was no immediate danger, the 
police would try to find the driver of the car. In reply 
to a question, Mr. Webb agreed that obstruction, though 
generally construed as the leaving of a vehicle so as to 
hinder other traffic on the highway, could also be caused 
by vehicles left in one position for an excessive time. He 
therefore suggested that when a doctor knew that he was 
likely to be away from his car for some time, he should 
make every endeavour to find off-street parking. 

The Assistant Commissioner said he was certain that 
removal of cars by the police would occur only in serious 
obstruction cases if the car was left in a dangerous position 
and after failure to locate the driver. He explained that 
immediately a car was removed local police stations were 
notified. A phone call to a local police station would 
confirm whether and, if so, to where it had been removed 
by the police. 





OCCUPATIONAL HEALTH COMMITTEE 


The Ocupational Health Committee met at B.M.A. House 
on May 21. Dr. H. ALEXANDER was in the chair. 


Occupational First-aid 


The Committee approved the observations of its Planning 
Subcommittee on a draft revised leaflet for inclusion in first- 
aid boxes. “It is considered to be too verbose for immedi- 
ate reading and action,” the Ministry of Labour and 
National Service are to be told. In a discussion on the Sub- 
committee’s review of the revised draft of the manual of 
Occupational First Aid, published jointly by the St. John 
Ambulance Association, the British Red Cross Society, and 
the St. Andrew’s Ambulance Association, there was debate 
on whether a home-nursing certificate was desirable before 
a person could take the occupational first-aid certificate. 
Favouring this Dr. F. H. Tyrer said it would ensure that 
people holding an occupational first-aid certificate had a 
knowledge also of routine procedures, such as taking a 
temperature. The CHAIRMAN thought it was a requirement 
which might act as a deterrent to people taking the occupa- 
tional first-aid certificate. Dr. Graves Pemrce and J. J. 
O’Dwyer supported retention of the requirement for the 
home-nursing certificate, and the Committee agreed with 
this view. The Committee decided to recommend to 
Council that copies of the review as amended should be 
sent to the St. John and St. Andrew’s Associations and the - 
British Red Cross Society and, for information, to the 
Association of Industrial Medical Officers, the Association 
of Certifying Factory Surgeons, the Royal College of 
Nursing, and the Ministry of Labour’s Advisory Committee 
on Occupational Health. 


Remuneration 


It was reported that Council had approved the Commit- 
tee’s revised statements on the definitions, qualifications, and 
remuneration of industrial medical officers and their terms 
of service. This would now be submitted to the Annual 
Representative Meeting. The Council had also agreed, on 
the Committee’s recommendation, to seek from the Repre- 
sentative Body authority to make such upward revision of 
the recommended scales for industrial medical officers as 
might seem appropriate in the light of the report of the 
Royal Commission on Doctors’ and Dentists’ Remuneration. 

Later the AssISTANT SEcRETARY, Dr. S. J. Hadfield, 
reported that he had received a number of complaints about 
a tendency of firms to assimilate existing medical officers at 
the minimum on new scales when these were revised. Dr. J. 
RoGAN said it was a flaw that the Committee had not made 
any recommendations on assimilation. ‘“ Many firms have 
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the same assimilation policy for all staff, including doctors,” 
he continued. “If you take this up it would call for 
another special treatment for doctors.” Dr. J. B. WRATHALL 
ROWE pointed out that it was stated in the recommended 
scales that an individual should reach the maximum in 10 
years. He had originally made the point about doctors 
being compared with doctors because many firms would pay 
the doctor only in comparison with other members of their 
organization. They had to relate it to other staff, or 
jealousy would occur. 

Dr. L. G. Norman thought it only right that the Associa- 
tion should make recommendations about assimilation, 
and he suggested, and the Committee agreed, that the subject 
should be referred to the B.M.A.’s Remuneration Sub- 
committee. 


Administration of Morphine by Nurses 


Following the debate in the House of Commons on the 
administration of morphine by State-registered nurses in 
docks (Journal, May 3, p. 1070), in which the Joint Under- 
Secretary for the Home Department, Mr. David Renton, 
said the Home Office would look into the matter, the Com- 
mittee decided to recommend to Council that an approach 
be made to the Royal College of Nursing with a view to a 
further joint representation to the Home Office pressing 
that industrial State-registered nurses should have authority, 
subject to, safeguards, to administer morphine in accidents. 


Prescribed Diseases Schedule 


The report of the Industrial Diséases Subcommittee of 
the Industrial Injuries Advisory Council, which will be the 
basis of changes in the terms of prescription of prescribed 
diseases, other than pneumoconiosis and byssinosis, under 
section 61 of the National Insurance (Industrial Injuries) 
Act, 1946, was considered. 

Dr. WraTHAtt Rowe thought that in the case of 
Prescribed Disease 34 (inflammation of the synovial lining 
of the wrist joint and tendon sheaths), the foot and ankle 
should be included, pointing out that persons working press 
machines often got inflammation of the tendo Achillis. 

The Committee also decided to take up the question of 
provision for medical and veterinary students who contract 
tuberculosis as a result of contacts in the course of their 
studies. This was advocated by the B.M.A. in evidence to 
the Subcommittee. 








CENTRAL HEALTH SERVICES COUNCIL 


The report of the Central Health Services Council for the 
year ended December 31, 1957, was published last week. 
In a prefatory statement the Minister of Health mentions 
some of the ways in which the Central Health Services 
Council and its standing advisory committees have helped 
him during the year and welcomes its new chairman, Lord 
Cohen of Birkenhead, who succeeded Sir Frederick Messer 
last year. In reviewing the work of the council the report 
mentions particularly the Joint Committee on Poliomyelitis 
Vaccine, which was called on for urgent advice on several 
particular problems during the year, including forms of 
immunization other than poliomyelitis. The council, for 
instance, sought the advice of the joint committee on 
whether mass inoculation against influenza of the Asian 
type should be contemplated. The joint committee recom- 
merded against this, “ because essential basic knowledge was 
not forthcoming.” 

One of the subjects discussed by the Standing Medical 
Advisory Committee during the year was the problem of 
outbreaks in hospitals of infection due to staphylococci 
resistant to antibiotics. A subcommittee has been set up 
to consider the possibility of advice being issued on. steps 
which could be taken to control such infection. Further 
consideration has been given to the issue of memoranda on 
preventive and social aspects of medicine, and a memor- 


andum on epilepsy and another on haemolytic disease of 
the newborn are in draft. The Standing Ophthalmic 
Advisory Committee has issued detailed recommendations 
about children’s spectacle frames, about which there had 
been criticism from many quarters. Industrial occupation 
schemes in mental and mental deficiency hospitals were 
discussed by the Standing Mentai Health Advisory Com- 
mittee, which recommended that these schemes “ should 
be contained within separate units in which the regime 
should approximate to that of outside industry, with normal 
hours of work, rates of pay, and other working conditions.” 


Tuberculosis among Immigrants 

An inquiry into cases of tuberculosis among immigrants 
was carried out for the Standing Tuberculosis Advisory 
Committee. Last September 245 temporary residents with 
pulmonary tuberculosis occupied hospital beds, and 205 
of them were presumed to have had the disease on arrival 
in this country. The corresponding figures in May, 1953, 
were 128 and 87. Apart from Hungarian refugees, a non- 
recurring problem it is hoped, nearly al! these patients were 
citizens of the Commonwealth or of the Irish Republic: 
the largest number, over a quarter of the total, were from 
India and Pakistan. The number of West Indian immigrants 
with tuberculosis in British hospitals was remarkably low 
in proportion to the very large numbers who had entered 
the country in recent years. The committee did not think 
it reasonable to suggest the drastic remedy of taking statu- 
tory powers to control immigration from the Common- 
wealth or the Irish Republic, and concluded that “ there 
was no alternative to relying on the present methods of 
case-finding.” It was also important to maintain co-opera- 
tion with the medical authorities in the countries from which 
the immigrants came. 

The Standing Tuberculosis Advisory Committee has also 
been considering the general question of the future of the 
chest services in the light of the changes in the tuberculosis 
situation already evident and probable in the future. 
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ANNUAL MEETING OF HERTFORDSHIRE 
BRANCH 
MINISTER OF HEALTH’S ADDRESS 


The Minister of Health, Mr. DEREK WaLKER-SMITH, Q.C., 
praised the National Health Service and general practitioners 
when he addressed the Hertfordshire Branch of the B.M.A. 
at Watford Town Hall on June 6. In a reference to polio- 
myelitis, he asked doctors to urge more expectant mothers 
to take advantage of vaccination. The chair was taken by 
Dr. C. M. ArTuuR, president of the Branch. Mr. WALKER- 
SmITH is one of the M.P.s for the county. 

“TI am a professional man, and therefore I hope that I 
have some instinctive understanding of the point of view of 
a profession, albeit a different profession from that in which 
I have spent most of my working life myself,” said Mr. 
Walker-Smith. He had completed three-quarters of a year 
in office in the Ministry of Health, having come there from 
economic departments—the Treasury and the Board of 
Trade. But if he ever thought that he was not going to be 
concerned with financial and economic matters very much, 
he was soon disabused. 


Ten Years of the N.H.S. 


Recalling that the National Health Service was within 
three weeks of its 10th anniversary, the Minister said this 
was an agreeable milestone. The Service was old enough 
to have a record of achievement and to have shown stability, 
but young enough for the concentration of interest to be on 
the future rather than on the past. “That is as it should 
be, because it is in the future that we are going to live,” he 
said. 
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The main characteristics of the Service were its compre- 
hensiveness, its social value, its prestige, and its cost. Its 
comprehensiveness was unique. No other country offered 
a comprehensive National Health Service on the scale which 
Britain had. There were only three other countries which 
offered a comprehensive service on an insurance basis, “I 
think we are, in the National Health Service, the object of 
a good deal of international admiration, and maybe some 
international envy too,” said Mr. Walker-Smith. 

The social value of the service was clear. In the ten years 
of its life the level of health had been raised considerably, 
and particularly among children. And of course the social 
value was not only in the imprevement of health but in the 
mitigation of anxiety in regard to ill-health. Its prestige 
flowed in turn from these first two characteristics. 

In the present financial year the cost of the N.H.S. was 
expected to be about £748m. The Minister added: “ One 
item which is a good deal smaller than I as Minister would 
like it to be in relation to the other items is the hospital 
capital account of £23m. (3% of the total). But happily the 
figure on capital account is going up year by year and will 
continue to do so in the years immediately ahead.” 

By far the largest amount of the money, 72% or £530m., 
came by direct Exchequer contributions—in other words, 
the taxpayer. This sum, coming direct from the Exchequer, 
represented 10% of the whole national budget, but 10 times 
the total national budget which Mr. Gladstone used to 
introduce only 100 years ago. 

The Minister gladly paid his tribute to the contribution 
of the medical profession in relation to the social value and 
prestige of the National Health Service. He would say 
nothing Of their remuneration, that being sub judice. 


General Practice 


General practice showed a steady increase in the number 
taking part in the Service as principals. The figure in 1948 
was 17,500: in 1958 it was 20,000. The increased number 
taking part in group practices was relatively greater—S0O%, 
in 1948 had risen to 68% in 1958. Just as there were more 
doctors to serve the needs of the population, so they were 
better distributed than they used to be. The Medical 
Practices Committee had helped to secure this better distri- 
bution. In 1948 60% of patients were living in areas classi- 
fied as “ under-doctored,” whereas to-day that had dropped 
to as little as 18%. 

“The value of the work done by general practitioners 
cannot be measured by statistics, but I think the statistics 
on the hospital side do show some very illuminating facts,” 
continued Mr. Walker-Smith. “In 1957, the last for which 
figures are available, there were three and three-quarter 
million in-patient treatments, which is 29%—nearly one- 
third—more than the corresponding figure in 1949, in the 
early days of the Health Service. In addition there were 
50m. out-patient and casualty attendances, and I think the 
medical profession as a whole, as well as other hospital 
staff, can justifiably take pride in this big increase in in- 
patient work and out-patient work, particularly as the in- 
patient increase was achieved with only a 6% increase in 
hospital beds.” 

In addition to the social changes of the last ten years or 
so, of which the National Health Service was a feature, 
there had been swift and striking scientific and technological 
advances which had brought about something approaching 
a biological revolution as well as a social revolution, affect- 
ing the age structure of the community and the impact of 
disease. “If you do not die of diphtheria as a child or 
pneumonia as an adult, you are that much more liable to die 
of coronary thrombosis in the 50s or 60s,” was how Mr. 
Walker-Smith put it. 


Vaccination Against Poliomyelitis 


It was true to say that the contribution of the preventive 
services to positive health and happiness was of inestimable 


value. These were not the monopoly of local health 
authorities. The doctor, and particularly the general prac- 
titioner, had a key role also in this preventive work. Here 
the Minister gave a parenthetic word about poliomyelitis, 
remarking that in the spring there were various frustrations 
in the supply of vaccine. 

“Now we have much larger quantities of vaccines avail- 
able, and the making of progress is no longer conditioned 
by the supply of vaccine but by the local organization, 
which in turn turns very largely on the co-operation and 
help of the medical profession,” said Mr. Walker-Smith. “I 
appreciate that the rural areas have special difficulties, but 
I do know we can rely on the help of general practitioners in 
overcoming these difficulties and in assisting us to attain 
our immediate objective, which is the vaccination of all who 
are registered for that purpose, before the season of the 
highest incidence cf the disease. We need your help also in 
the realm of education, by urging on parents the advantages 
of vaccination for their children and also urging it on ex- 
pectant mothers, who are also eligible but who have shown 
very little tendency to register to date.” 

So far as the care of old people was concerned, the 
Minister said that economic and social desiderata were all 
too frequently in a tug-of-war, but here both the economic 
and social aspects pointed the same way. The vast majority 
of old people preferred to stay in their home. Very often 
it was only possible to achieve this by enlisting the help of 
domiciliary services. “I think here the general practi- 
tioner can help by taking an interest in the welfare of 
elderly patients and asking the local authorities for assist- 
ance from the domiciliary services.” 


Need for Co-operation 


Co-operation was something easy to preach but some- 
times difficult to practise. The National Health Service 
rested on a triple base of hospitals, general practitioners, 
and the local authority services, but it had only a single 
object—the well-being of the patient. It was vita: in the 
interests of the patient and the community that these three 
cogs of the National Health Service machine should all 
work in harmony and smoothly. 

“I suppose that in principle the general practitioner can 
treat his patient himself from his surgery, he can treat him 
at home, if necessary with the help of the domiciliary ser- 
vices, or he can refer his patient to hospital, or he can have 
a variation of the main themes—he can look after him in a 
general-practitioner hospital and so on. And the other thing 
he can do is decide that the patient does not require treat- 
ment ; but that, I realize, may not be a way to make himself 
popular with patients.” 

The load on hospitals was reduced if full use was made 
of the domiciliary services of the local health authority. It 
was the function of the medical officer of health to provide 
this personnel, but it was of vital importance for the general 
practitioner to maintain close liaison with the supervisors 
within the local health authority services. 

Finally, the Minister pointed out that there was constant 
consultation between the B.M.A. and the Ministry. “In- 
deed,” he remarked, “it is true to say that hardly a day 
passes without consultation on some subject between the 
General Medical Services Committee of the B.M.A. and 
my Ministry. Where appropriate, joint committees are set 
up, like the Joint Practices Loan Committee. I think that 
the variety of matters discussed is a striking illustration 
of the diversity of interest and wide responsibility of general 
practitioners.” 

At the annual general meeting of the Branch, which pre- 
ceded the Minister's address, it was announced that the 
president for 1958-9 would be Dr. A. G. Rem (Hitchin). 
Tribute was paid to Dr. D. L. GULLICK, on his resignation 
as honorary secretary ; Dr. J. O. NEWMAN was elected in his 
place. Dr. J. S. Ross was elected a life vice-president of the 
Branch. 
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Correspondence 








Removal from the List 

Sir,—Dr. A. M. Goldthorpe (Supplement, May 31, p. 291) 
apparently recognizes five classes of patients: the decent ; 
hysterics ; cowards ; anxious or unstable personalities ; and 
the “ aggressive, selfish, and inconsiderate minority brashly 
demanding what they wrongly conceive to be their rights.” 
This last group of his very novel classification he would 
neither tolerate nor help. Shades of Hippocrates—and_ has 
he forgotten the mote and beam ? Because he has “ suffered 
in the N.H.S. for 10 years” therefore all doctors must fight 
his cause, in his way, under his championship and banner, 
“ closing our ranks for the attack to come ” and maintaining 
“the strictest discipline” in our practices. 

Do I show “lack of comprehension of the factors 
operating in the N.H.S. to-day ” because I see both sides of 
the argument and my work remains enjoyable ? And what 
does he conceive to be his own right ? To practise medicine 
in his own way, unhampered by restrictions, “to give a 
genuine 2s. 6d.-worth of examination, diagnosis, treatment, 
and certification per average visit or consultation.” But 
I can tolerate what he prefers to call his “ subjective 
approach ” to the problem ; can evaluate and understand it ; 
and yet again will try to help him. I will answer his 
question briefly. I do not practise solely as a psychiatrist 
in private practice. Like himself, 1 am primarily a general 
practitioner in the N.H.S. who finds time for the understand- 
ing of my patients’ psychological problems—devoting to 
this many hours per week, outside of routine surgery hours 
and without extra pay. Incomprehensible, Dr. Goldthorpe ? 
Extraordinary ? Nor am I, by any manner of means, alone 
in this attitude, as he could very easily learn by attendance 
at the general-practitioners seminars at the Tavistock Clinic. 
There he will find many with “ sufficient sense of vocation ” 
and no “ lack of ordinary sense.” 

I have learnt to bear many frustrations ; the most difficult 
were my own limitations and deficiencies. The awareness 
of my own automatic responses to patients’ demands and 
the attempt to achieve a change in my own personality. 
This enables me to see the patient playing out an unconscious 
role as an erring child, while I take on the guise of the 
appropriate parent—listening sympathetically, uncritical and 
unhurried, tolerant of the patient’s guilt or hatred which 
he is attempting to lose and pass over to me. This un- 
burdening without judgment or censure, until the patient is 
ready for and likely to accept interpretation, allows the 
patient to imitate the behaviour of the doctor and accept his 
own feelings towards authoritative figures instead of denying 
them. Reintegration in the setting of a satisfactory inter- 
personal relationship is then facilitated. 

How is all this possible when one receives an incom- 
modious and unnecessary call late at night ? By refraining 
from losing one’s temper, by desisting from prejudgment, 
by attempting to listen to the patient’s language and what 
he means to convey, understanding why he is unable 
to accept his full and mature responsibilities. A session 
of one hour outside of surgery hours will in the long run 
save time, exhaustion, and self-reproach, making life more 
tolerable and richer for the doctor ; and for the patient, the 
recidivist becomes grateful, appreciative, and considerate, 


obviating the necessity of removal from the list.—I am, etc., 


Sidcup, Kent. L. A. NICHOLS. 


Tax Allowances for Hospital Residential Charges 


Sir,—A recent decision in an appeal to the General Com- 
missioners of Income Tax, undertaken by the Medical 
Protection Society as a test case, may be of interest to resi- 
dent hospital doctors who are married and hold appoint- 
ments at hospitals where there are no married quarfers 
available for their use. 

The case concerned a married hospital doctor who was 
required by the terms of his appointment to reside at the 
hospital but no married quarters were available. He was 


therefore obliged to maintain a separate home for his wife 
at which he resided during periods of leave. The General 
Commissioners of Income Tax decided that in these circum- 
stances the residential charges deducted from the doctor's 
salary were an allowable expense for income-tax purposes, — 
The Inspector of Taxes gave notice of appeal to the High © 
Court against the decision of the Commissioners but has 
now dropped the appeal, and the decision of the Commis- 
sioners therefore stands.—I am, etc., ALISTAIR FRENCH, 


Secretary, 
London, W.C.2. Medical Protection Society, 





Association Notices 


Diary of Central Meetings 
JUNE 

Junior Members’ Forum, 11 a.m. 

A.R.M. Agenda Committee, 2 p.m : 

Annual Conference of Representatives of Local 
Medical Committees, 10a } 

Organization Committee, 2 2 7 

Remuneration Subcommittee, Occupational Health 
Committee, 2.30 p.m. 

Central Consulionts and Specialists Committee, 
10.30 a.m. 

Journal Committee, 2 p.m. 

Fri. Consulting Pathologists 

10.30 a.m. 


Group Committee, 


JULY 

Editorial Subcommittee, Joint Formulary Com- 
mittee, 11 a.m. 

Le x Committee (at George Hotel, Shrewsbury), 

p.m. 

Private Practitioners Seemann, Private 
Practice Committee, 2.30 p 

Thurs. Annual tative Meeting ‘(at Birmingham), 

10 a.m. 


Fri. i ~-Sppenemencte Meeting (at Birmingham), 


9.30 a 
Sat. Council. ‘at as my 
Sat. — Representativ © Meeting (at Birmingham), 
15 a.m. 
Mon. Annual Representative Meeting (at Birmingham), 
Mon. 


Meeting (at Birmingham), 
Mon. 


conclusion of 

Mon. and Presi- 
dent’s Address (at Birmingham), 

Wed. Central Ethical Committee. 


1S p.m. 
Branch and Division Meetings to be Held 

Barnet Drviston.—At 87, Brookmans Avenue, Brookmans 
Park, Sunday, June 15, 12 noon. Chairman’s cocktail party. 
Members, their ladies, ’and guests cordially invited to attend. 
1 eac 

Bristo. Division.—Wednesday, June 18, 5.30 p.m., visit to 
Ammerdown Park, near Radstock. 7 p.m., proceed to George 
Inn, Norton St. Phillip. Friends of members invited. 

CAMBERWELL DIVISION. —Thursday, June 19, visit to Glaxo 
Laboratories. Coach leaves St. Olave’s Hospital, Lower Road, 
Rotherhithe, S.E., 12 noon. 

CHELSEA AND FULHAM Division.—At St. Stephen’s Hospital, 
Fulham Road, S.W., Tuesday, June 17, 8.30 p.m., 

Lecture by Dr. A. A. Mason: “The Uses of Hypnotism i in Medi- 
cine.” A film will also be shown. All members of Wandsworth 
and Westminster and Holborn Divisions are invited to attend. 

CuesTeR Diviston.—At Chester Executive Council, 19, White 
Friars, Chester, Monday, June 16, 8 p.m., annual Po meeting. 

Gutiprorp Drvision.—At Board Room, Royal Surrey County 
Hospital, Thursday, June 19, 8.30 p.m., annual — meeting. 

HEREFORD Division.—At Hereford General ospital, Friday, 
June 20, 3.45 p.m., annual general meeting. 

KENSINGTON AND HAMMERSMITH AND PADDINGTON DIvIsIons.— 
Joint meeting with West London Faculty of College of General 
Practitioners at St. Mary’s Hospital. Paddington, W., Tuesday, 
June 17, 8.30 p.m. Dr. Geoffrey Barber: “‘ The Teaching of 
General Practice to Undergraduates.” 

READING Drviston.—At Phyllis Court, Henley-on-Thames, 
Friday, June 20, 7.30 for 8 p.m., summer dance. 

Sr. Pancras Drviston.—Thursday, June 19, summer meeting. 
Visit to Woburn Abbey and Zoo Park. Coach will leave B.M.A. 
House, Tavistock Square, London, W.C., at 2 p.m. Friends of 
—- and members of Hampstead and City Divisions, are 
invited. 

SUFFOLK BrancH.—At Red House, Eye, Suffolk, Wednesday, 
June 18, 12.30 p.m., annual meeting. 

Wootwich Diviston.—At Eltham and Mottingham Hospital, 
Tuesday, June 17, 8.30 p.m., annual general meeting. 


Wed. 
Wed. 


Birmingham), at 
Annual General Mee! 
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